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THE term ‘‘precancerous’’ may be defined as a pathological state 


of affairs in a particular organ, or region, which is likely to 
develop into cancer, and the proof that it will follow this course, 
or has followed this course, can lie only in the direct observation 
of the supervention of malignancy on the particular lesion in a 
sufficient number of instances to put the sequence of events 
beyond the limits of probability or coincidence. 

In this lies the crux of the whole difficulty, and when it is 
remembered that no one has ever observed a cell in the process 
of acquiring malignant properties, it is clear that inference and 
deduction are bound to figure prominently in our considerations 
of the problem. The frequency with which carcinoma appears in 
the cervix uteri is, in itself, a sufficient justification for the pro- 
longed investigations by countless observers into the conditions 
of that region which might be thought to predispose to the occur- 
rence of this disease. The matter has been found to be difficult, 
and perusal of the extensive literature which has accumulated 
round the subject shows a wide diversity of view on the part of 
different investigators regarding not only what constitutes a pre- 
cancerous lesion, but also what constitute the earliest physical 
criteria of malignancy, and in many cases it is clear that these 
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lesions have been confused. The writer, therefore, cannot pre- 
sume that his findings or his opinions are final; they are, on the 
contrary, intended merely as a contribution to this thorny but 
important aspect of gynaecological pathology. Difficulties arise 
in many ways; thus, as many deductions have to be made from 
cervices removed for non-malignant conditions, it is not possible 
to know exactly whether malignancy would have supervened had 
these cervices not been removed. Again, a cervix which might be 
regarded as suspicious would not be left under observation to 
see if cancer would, in fact, supervene. Thus, whatever one’s 
individual views may be of a particular appearance of the cervical 
constituent elements, these opinions are but seldom subject to 
actual proof. 

The matter is further complicated by the fact that it is not 
known what comprises the cancer process and whether it is a 
biological process affecting a single cell at first, and spreading 
from this focus so that the derivatives of this single pathologically- 
influenced cell penetrate the surrounding tissues and form the 
tumour; or whether a number of cells in an area are primarily 
affected by a contagious process which may extend to and in- 
fluence adjacent cells towards the same condition of unrestricted 
and penetrative growth which we term malignancy. 


This communication is based on the clinical and histological 
investigation of several hundred cervices removed during the last 
Io years, mainly for chronic inflammatory lesions. In a small 
proportion of these cases early carcinoma was unexpectedly 
found, while the examination of a further 400 cases of frank 
cervical carcinoma has been of corroborative value. 

We would visualize a precancerous condition, then, as one 
half-way towards malignancy and likely or certain to continue 
in that malignant direction, and the indefiniteness of the problem 
is demonstrated by the fact that not only do different pathologists 
hold various histological criteria of the condition, but a definite 
volume of responsible opinion is to the effect that there is no such 
condition as precancerous, and that a lesion is either simple or 
malignant. According to the latter view the histological con- 
ditions in the cervix are taken to resemble those in a 
hydatidiform mole, in which intensive study has completely 
failed to demonstrate any criteria by which it could be predicted 
that chorionepithelioma was likely to develop in one case and 
not in another. Our observations prevent us from subscribing 
to this view in the case of the cervix, and our object is to indicate 
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those pathological features which would show that in a particular 
instance there was at least a probability of the lesion present 
becoming carcinomatous. : 

In the cervix we have an organ particularly suited for the 
study of this problem, and for a number of reasons. It is a 
superficial structure, and does not require laparotomy for its 
investigation; it is a frequent site of carcinoma; it is injured 
at parturition, and the chronic infective sequelae of such traumata 
are generally regarded as predisposing the structure to the later 
occurrence of carcinoma; it is lined by columnar epithelium with 
compound racemose glands, while the vaginal aspect is covered 
by squamous epithelium so that precancerous lesions likely to 
influence either type of epithelium may be studied here. 

It is important to remember at this stage that another gynae- 
cological lesion—leukoplakia of the vulva—is generally regarded 
as precancerous in that epithelioma supervenes in a large pro- 
portion of such cases if left untreated, as was first demonstrated 
by Berkeley and Bonney,’ while almost all cases of vulval 
epithelioma show pre-existing leukoplakia; again the papillae in 
a papilliferous ovarian cyst have often a most suspicious 
appearance, and the moment when actual malignant penetrative 
qualities are assumed by these cells is often most difficult to 
decide. 

The main clinical precancerous cervical lesion is produced 
by the various effects of chronic infection usually secondary to 
obstetrical trauma. These include the various degrees and types 
of erosion, cervicitis and ectropion, and it is generally accepted 
that on such a lesion is carcinoma likely to be grafted in later 
life. The evidence to this effect has been demonstrated by many 
authors, and need not be stressed again here. But on only a very 
small and inestimable proportion of such cases does carcinoma 
actually occur, although in almost all cases of early cervical 
carcinoma some signs of preceding cervicitis are to be found, and 
our first problem is to discuss what are the clinical features that 
would indicate that in a particular case of cervical infection 
carcinoma was likely to supervene. 

The naked-eye investigation of the cervix really gives little 
assistance in this direction, and it is common knowledge that 
with a hypertrophied, everted, and eroded cervix many annoy- 
ing gynaecological symptoms may occur but that carcinoma may 
not develop; while in a cervix with quite a small eroded area and 
in about 5 per cent of cases, in such an area apart from obstetrical 
trauma, carcinoma may occur. Thus the mere extent of the 
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lesion is not an indication of a proneness to subsequent 
carcinoma. 

The main condition seen either by the naked eye, or by 
illuminated magnification by the colposcope, is the condition of 
leukoplakia investigated by Hinselmann’® of Hamburg, in 1927, 
although previously described by several other observers. 

In the cervix leukoplakia consists of small, sharply defined 
and slightly elevated oval areas usually on the vaginal aspect, 
and in size up to one centimetre in diameter. Until Hinselmann 
introduced his magnifying colposcope they had mostly escaped 
observation on account of their small size, but since then over 
100 examples have been seen by him and a much smaller number 
by other observers. We have seen the condition only twice in 
our investigations, although it has been searched for carefully, 
so that it has to be regarded as a lesion of very rare occurrence 
and difficult to demonstrate. 

It is claimed that leukoplakia of the cervix has the same 
relation to cancer formation as leukoplakia of the vulva or 
tongue, and in these latter organs this direct relation is generally 
accepted. The main proof of this association would be in the 
development of carcinoma on a neglected leukoplakic patch or 
on a patch which had been kept under observation, and this has 
been reported by Ries* in six cases from the literature. But the 
practical difficulty here lies in the fact that such a lesion, when 
observed, is not likely to be left untreated with this possible risk, 
so that the sequence of events is difficult to prove. Allowing for 
these reservations, and in view of the histological appearances to 
be described, it is likely that leukoplakia in the cervix may be 
considered as the pathological connecting-link between chronic 
cervical infection on the one hand, and carcinoma on the other, 
and that it is in the small proportion of cases in which leukoplakia 
develops that carcinoma is most likely to occur. These localized 
leukoplakic patches are not to be confused with the generalized 
pearly appearance of the mucosa round the external os so often 
seen in healing ulceration in cases of procidentia. This is due to 
generalized hyperkeratosis, and it is well known that in proci- 
dentia the supervention of carcinoma is very rare. On micro- 
scopic examination of chronically infected cervices a large variety 
of appearances is seen and these may be very difficult to 
interpret. For the purposes of our present investigation we 
require to examine the changes which may be considered as pre- 
disposing to carcinoma in (1) the stroma, (2) the epithelium, and 
(3) the blood-vessels. 
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The interstitial changes precedent to carcinoma were carefully 
studied by Bonney,* in 1908; he found pathological evidence of 
pre-existing cervicitis and cervical erosion in all early carcinomata 
examined. In the more advanced cases the growth had naturally 
obliterated all trace of any previous structure. The main inter- 
stitial changes which he considered precancerous were a constant 
loss of the subepithelial elastic layer, lymphocytic exudation and 
hyaline changes in the subepithelial stroma. In his view the 
cellular condition of the subepithelial tissue lessens the resistance 
to epithelial ingrowth and the loss of the elastic tissue plexus also 
acts in this direction and in areas where this is deficient local 
downgrowths of the epithelium may be seen. 

In the vulva these subepithelial changes were even more 
marked than in the cervix, and he says: “‘ Thus we have under 
the thickened epithelium a practically new formation made up 
of a large number of new tissue-cells together with the de- 
elasticized and de-collagenized pre-existing elements.”’ 

In the intensive studies of the cancer cell it is probable that 
the importance of interstitial changes have been rather over- 
looked in recent years. . 

Wolbach,* Waldeyer,’ Ribbert,® and others who have studied 
the interstitial changes, are all agreed that they are essentially 
irritative and always of long standing, and that their effect is so 
to influence the metabolism of the overlying epithelium as to 
induce it to acquire malignant properties. In Waldeyer’s opinion 
the primary change is increased vascularization of the tissue 
which leads to proliferation of the epithelium, the cells of which 
become broken up into groups by invading connective tissue 
cells, but Wolbach (quoted by Engman)* studying precancerous 
lesions of the skin considers that the vascular changes are 
essentially trophic and that their main effect is to interfere with 
the nourishment first of the connective tissue cells and later of the 
epithelium. It is now recognized that many vascular appearances 
which were previously thought to be pathological are merely 
variations of the normal, and in our own investigations of 
chronically infected cervices we have not been able to observe 
any constant vascular lesion beyond perivascular lymphocytic 
infiltration. 

The main connective tissue lesion which would appear to 
predispose to carcinoma formation in the cervix is subepithelial 
hyaline degeneration, and this is seen only in old-standing cases. 
. There is normally a narrow area of rarefied hyalinized connective 
tissue under the epithelium and under the influence of chronic 
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irritation and infection this area becomes much broader and 
denser so that a light staining band of variable depth is seen in 
this region (Fig. 1). The effect of this alteration in structure 
may be twofold; to interfere with the nutrition of the epithelial 
cells so that changes of carcinomatous dedifferentiation may 
occur, or to offer a lessened resistance to the normal penetrative 
epithelial downgrowth which may then become uncontrolled. 

In many -cases of chronic cervicitis clumps of squamous 
epithelial cells are seen in the stroma separate from the surface 
epithelium. These often represent the deeper parts of surface 
epithelial columns, the present appearance being caused by 
oblique sectioning. But in other cases serial sections fail to show 
any surface connexion and it would appear that the proliferating 
connective tissue cells of the stroma had invaded the epithelium 
of a deeply penetrating column and had separated off these 
clumps which now continue a separate growth in the depths of 
the stroma (Fig. 2). When it is remembered that in many actively 
growing carcinomata the surface epithelium at the margin appears 
normal while active growth of carcinomatous columns extends 
outwards in the deeper tissues, it is considered that this appear- 
ance arises especially from malignant proliferation of such deeply 
displaced columns and for this reason the presence of such 
columns should be regarded as precancerous. 

In studying the epithelial appearances in chronic cervicitis 
which may be regarded as precancerous it has to be remembered 
that an enormous variation in epithelial characters and arrange- 
ment may be seen in such a lesion and that the matter has to 
be studied first from the general architecture of the cellular 
arrangement and secondly from the characters of the individual 
cells. 

One suspicious feature, a separated clump of surface epithelial 
cells in the connective tissue, has already been mentioned, but 
there are several others. One of the most important of these is 
the type of interpapillary epithelial downgrowths. These are 
usually of irregular disposition and depth but in shape they are 
blunt-nosed; at times this appearance is altered and the cell 
columns are seen to be sharp pointed and of a penetrative 
appearance. Often this appearance is seen when the surface 
squamous epithelium is not thick (Fig. 3), and the fact that 
usually a number of adjacent columns are affected in this way 
and that the pattern so produced closely resembles the sharp- 
pointed penetrating appearance of the epithelial columns in early 
carcinoma suggest that a proneness exists for the latter condition 
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to supervene. Such an appearance may occasionally be produced 
artificially when the section passes through the cellular column 
near its edge, but, as stated, the condition usually involves more 
than one column while multiple sections show a similar appear- 
ance throughout the column. A mere increase in the number of 
squamous epithelial layers is regarded as precancerous by 
Laffont’ and his co-workers, but our observations do not support 
this.,The main precancerous signs are those of overactivity of 
the cell columns or of the individual cells, and this is not indicated 
by mere multiplication of layers which is often seen in procidentia 
where carcinoma is so rare. 

An appearance which may be confusing unless its relative im- 
portance is realized, is that caused by squamous epithelium in 
the case of a healing erosion growing into and filling up the lumen 
of a gland. This may look like a precancerous or an actually 
cancerous condition, but it is merely evidence of the squamous 
epithelium re-asserting itself in the process of healing. In this, 
and in several other ways, one has to remember the warning of 
R. T. Frank,* and others, that, unless care be exercised, and 
unless a section be examined by someone familiar with cervical 
pathology, such a lesion may be regarded as carcinomatous, and 
unnecessarily radical treatment be advised. In the glandular 
tissue of the cervical canal appearances suggestive of a predis- 
position to carcinoma are not commonly seen. In prolonged 
chronic cervicitis the columnar surface epithelium in this region 
usually remains as a single layer, while the glands are hyper- 
trophied and racemose, and may show various degrees of dis- 
tension; they penetrate deeply into the underlying stroma. The 
main change which we have been able to observe which might 
be regarded as precancerous is a tendency for the glands to lose 
their racemose appearance and to revert to a simpler tubular type. 
This would represent a degree of metaplasia of the gland as a 
whole and not, necessarily, of the epithelium lining it. 

But most observers are agreed that it is in the structure of the 
individual cells that the first predisposition to carcinoma is to 
be seen. The usual arrangement of the squamous epithelium in 
the cervix is that the deepest basal germinal layer is at right angles 
to the surface of the basement membrane, giving the well-known 
palisade appearance here, that, superficial to these is an inter- 
mediate area where the cells are polygonal, and that the most 
superficial layers are flat, with a varying degree of cornification 
on the surface. The nuclei are of a fair, even size, occupying 
about one-third of the cytoplasm, but the nearer the surface is 
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approached the less distant become the nuclei, until in the corni- 
fied layers they may not be seen. The epithelium takes ordinary 
stains evenly and deeply and in the deep germinal layer small 
protoplasmic bridges may be seen connecting one cell with 
another. It is also generally agreed that it is in the germinal 
layer that the earliest signs of carcinoma are seen, although this 
is questioned by Montel,’ who has observed such changes mainly 
in the intermediate layer. 

The main changes that would indicate a tendency towards 
carcinoma formation are to be found in slight variations in the 
normal structure or relations of a limited number of cells; if such 
variations are marked, and if the condition of metaplasia 
so produced involves a large proportion of the epithileal cells, a 
condition of early carcinoma is present, and that is a matter 
beyond our present considerations. 

Very careful examination is thus called for, often of several 
sections of a particular specimen, in estimating the presence of 
such precancerous changes, and the first thing to be noted is the 
general appearance of the constituent cells. Here and there a cell 
may be larger or smaller than its fellows, and further attention 
should be concentrated on such abnormal cells to determine the 
presence of other characteristics to be noted. In the non-malig- 
nant squamous epithelial cell the cytoplasm is evenly stained, 
but in a carcinoma cell the stain is absorbed quite unevenly, pro- 
ducing a mottled appearance, and this condition is widespread 
in an area of carcinoma. Such an appearance may occasionally 
be seen in a squamous epithelial cell in the course of chronic 
infection, and in our experience it tends to occur more 
particularly in cells in epithelial columns separated from 
the surface. When present it is not so marked as in a definitely 
carcinomatous cell, and only an odd cell here and there is 
involved. It is particularly when studying this appearance that 
several sections may be required to exclude the possibility of 
poor staining of an individual section. On account of the 
resemblance of this appearance to that found in frankly car- 
cinomatous cells, as it is usually confined to a few cells, and as 
in such cells some of the other conditions to be described, such as 
the presence of mitotic figures, are to be seen, it is our opinion 
that such inequality of staining indicates a tendency to carcinoma 
formation. 

Much attention has been paid of recent years to cellular 
hyperchromatism and its importance is great. A carcinomatous 
area stains more deeply than a healthy one with the usual stains, 
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and this is often easily seen by the naked-eye examination of a 
mounted section when the carcinomatous area stands out 
prominently in contrast to the surrounding tissue by reason of 
its deeply stained colour. The exact mechanism of this appear- 
ance is not clearly understood, but the fact is well established. 
Such a hyperchromatic appearance in an odd squamous epithelial 
cell in a chronically inflamed area, and particularly if seen in a 
number of adjacent cells, would indicate the probability that 
these cells were on the way to acquiring malignant properties, 
particularly if this were associated with irregular staining previ- 
ously mentioned. In the examination of a suspicious section 
careful investigation of the nucleus is essential. Nuclear and 
nucleolar changes require oil immersion magnification for their 
proper observation, and one of the most important of such 
changes to be searched for is the presence of mitotic figures. If 
such mitotic figures are seen in a number of cells it indicates the 
actual presence of carcinoma, but again, if the process is limited 
to a cell or two with surrounding and intervening normal cells it 
would indicate a precarcinomatous disposition. 

Although Henriksen’® has recently stated that mitotic nuclear 
figures are more common in normal and chronically inflamed 
epithelial cells than is generally supposed, and that he does not 
attach any great prognostic importance to this appearance, our 
view is in accord with that of most observers that the presence 
of active mitosis is a suspicious appearance. The size of the 
nucleus again should be studied with care. MacCarty”’ has 
pointed out that the nucleus in carcinoma cells is relatively and 
absolutely larger than in benign epithelium, and this has led 
to many investigations and estimations of the total area of the 
normal and pathological cell which is occupied by the nucleus. 
The main point to be observed, however, is the presence in an 
isolated cell or two of a nucleus relatively larger than those in 
adjacent cells; this would indicate a proneness on the part of such 
a cell to become malignant. In this connexion also the relative 
size of nucleus and nucleolus is important, and again it was 
MacCarty who demonstrated that in carcinoma the nucleolus was 
larger than normal, and relatively large compared with the size 
of the nucleus. 

Much intensive study has been carried out in the Mayo Clinic 
by McCormack,” Herrell,’* Naidu’ and others on this subject in 
the diagnosis of the earliest stages of malignancy. The material 
requires frozen sectioning and immediate examination under oil 
immersion magnification, and, while work on this subject in 


633 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


regard to the precancerous state is in progress in Cardiff, we are 
not yet in a position to publish any conclusions. 

The relation of the cells to the basement membrane has been 
studied, and it is well established that carcinoma may be present 
before any penetration of the membrane is to be seen; this is 
another of the many factors which make the distinction between 
actual early malignancy and premalignancy so difficult. But 
actual penetration of the basement membrane is a definite sign of 
malignancy. 

If a section of leukoplakia be examined it will be found that a 
number of the changes described above are present. The changes 
as described by Hinselmann,’ Ries,* and Martzloff'® and as seen 
in two cases observed by us, consist of thickening of the epithelial 
layer; this is usual, but not invariable. The cells are closely 
packed, of irregular shape so that the differentiation into the three 
layers is lost, while the intercellular protoplasmic bridges are in- 
definite or absent; the cytoplasm and nuclei stain deeply. 
(Fig. 4) An occasional mitotic figure may be seen, but the base- 
ment membrane is not penetrated. An important histological 
point, however, is that these changes end abruptly, and that the 
edge of the leukoplakic area is represented by a sharply defined 
vertical column of cells. 

It will be noted that these leukoplakic changes are en masse 
more advanced than those which we have described as pre- 
carcinomatous. Thus, apart from leukoplakia, we should be in- 
clined to look on obliteration of the intercellular protoplasmic 
bridges as suggestive of actual carcinoma It is thus no wonder 
that several of Hinselmann’s sections have been regarded as early 
carcinoma by other observers. 

In our two specimens the intercellular bridges were only 
partly obliterated with a close approximation of the adjacent 
cells; if this appearance were generalized we should consider the 
appearance to be early carcinoma. 

Such personal differences in interpretation of a particular 
histological appearance are an indication of the lack of certainty 
which obtains in this field of pathology. 

A further point to be discussed is metaplasia. It is generally 
held that the adenomatous appearance of chronic cervicitis is 
due to the outward growth of columnar-gland-forming-epithelium 
from the cervical canal over an adjacent area previously denuded 
of its squamous covering, and the views of Ruge’*® and Veit'’ that 
metaplasia of the squamous epithelium as the result of long con- 
tinued irritation may be responsible for at least some of these ap- 
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pearances have been rather neglected. But if the area of an 
erosion be examined at the junction of the squamous and 
columnar epithelium, many clumps of cells will be seen of an 
indeterminate appearance with, in some cases, a tendency to giant 
cell formation so that their exact origin from squamous or from 
columnar epithelium may be impossible to determine, and it is 
contended that this appearance, being due to prolonged irritation, 
and representing a reversion to an undifferentiated and embryonic 
condition of the cell, it is at least probable that the undifferen- 
tiated cells may at any time become carcinomatous. 

A final query comes to mind. In the case of definite cervical 
carcinoma are appearances which might be regarded as pre- 
cancerous to be seen in the adjacent, but as yet unaffected, epi- 
thelium? So far we have not been able to observe such changes, 
and usually those cells which are not carcinomatous are definitely 
benign. Schiller’* emphasized the point that in early carcinoma 
the line of demarcation between the carcinoma cells and the 
adjacent normal cells was abrupt, and it is likely that when car- 
cinomatous changes do occur the process spreads so rapidly by 
the inherent penetrative malignancy of the affected cells that it 
soon blots out any precancerous appearances which might have 
been present, just as the signs of previous chronic infection are 
obliterated. The opinions expressed above regarding the inter- 
pretation to be placed on the various appearances discussed are 
largely personal, and it is fully realized that other and opposite 
deductions might be drawn with justification. 

It was emphasized that a feature of precancerous changes was 
that they are limited to a few isolated cells, and it should be now 
further emphasized that in a particular cell the changes should 
be few. Thus, if a cell were to show nuclear mitosis, hyper- 
chromatism, and increased relative and absolute size of the 
nucleus and nucleolus, the probability is that it is already car- 
cinomatous, and further search would probably confirm this by 
demonstrating similar changes in adjacent cells. 

From what has been said it might be deduced that precancer- 
ous signs were numerous and easily identified. The reverse is the 
case, and we have found the above appearances in only 
a relatively few sections, so that much tedious work, with little 
tangible result, is entailed in the search for the cervical precancer- 
ous lesion. In an investigation of this sort it is obvious that the 
fullest pathological information can be gained only if the sections 
are examined by the clinician himself; a pathologist isolated in 
a laboratory cannot possess that clinical knowledge of the case 
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which is essential if the fullest deductions are to be drawn, and 
this represents only one example of the importance of the clinical 
gynaecologist being trained in pathological methods. 

The practical importance of this matter does not need any 
stressing. If we can identify cervical cellular changes which are 
not yet carcinomatous but are likely to proceed in that direction, 
a minor operation, such as amputation of the cervix, would save 
the patient from the terrors of carcinoma and thus represent pro- 
phylactic gynaecology in the best sense. For this reason alone the 
matter requires further investigation until greater clarity has been 
attained. i 
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THE subject of secondary or functional amenorrhoea has inter- 
ested me for a considerable time, and this series of 17 cases, 
treated by operative means, represents patients dealt with in this 
way during the last 6 years. During the last 18 months particu- 
larly, the rapid strides made in the direction of endocrine therapy 
have done much to simplify the treatment of many of the uterine 
disorders resultant upon hormone inadequacy, and the brilliant 
work of Kaufmann’ undoubtedly establishes the rationale of that 
type of treatment in so far as this particular condition is con- 
cerned. So much so, in fact, that it would seem irrational at 
this stage to go beyond a procedure of hormone injection treat- 
ment in any of the functional uterine disturbances. 

Nevertheless, I venture to present this series of cases which I 
have treated by operation—to which has been added a minor 
degree of hormone therapy—not only because of the irregular 
results produced as yet by hormone therapy alone, but because 
I became convinced of the definite effect of this operative pro- 
cedure whilst carrying it out in the earlier cases of this series 
before the advent for clinical use of these relatively efficient 
hormone products which have been available during the last 2 
or 3 years. 

I consider that the importance of the treatment is proved by 
the clinical results obtained and from the fact that its adoption 
indicates a probable cause for the relative failure of endocrine 
therapy in these cases of secondary amenorrhoea. 

I have taken cases of secondary amenorrhoea particularly on 
account of the fact that uterine function has at one time been 
present; there is no question of gross anomaly such as congenital 
absence of the pelvic organs, or definite infantilism, and in the 
cases under review other conditions which might produce a 
secondary ovarian insufficiency could be excluded. The cause 
of the amenorrhoea was, therefore, most probably primarily 


637 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


ovarian or secondary to inadequacy of the governing pituitary 
hormones. 

Secondary amenorrhoea is of relatively frequent occurrence, and 
hitherto has been characterized by its lack of reaction to treatment 
which until recently has been along the lines of improvement 
in general hygiene, exercise, fresh air and administration of 
tonics, thyroid extract, and ovarian extract, with usually no 
result. Moreover, these patients are, as a rule, otherwise healthy 
and well developed individuals and not at all indicative in a 
general sense of a gross upset in their endocrine systems apart 
from the fact of the amenorrhoea. These patients, or their 
parents, ultimately become concerned with the question of 
sterility, obesity and premature senility in the future, points 
which I have noticed seem to weigh on their minds much more 
heavily and constantly than that of the absence of menstruation, 
even though the immediate possibility of marriage be not in 
question. In the more highly strung types the nervous system 
begins to suffer, severe loss rather than gain in weight may 
occur, and the situation assumes a seriousness which calls ‘for 
curative effort even though this may be operative. 

The majority of the cases of my series were dealt with before 
progynon B. oleosum (which Kaufmann uses) was to hand in 
this country, or proluton, which presumably he uses also. His 
interesting observations that ‘‘from my experiments I have come 
to the conclusion that in severe endocrine disturbances of the 
ovaries the doses of follicular hormone previously employed are 
wholly inadequate and therefore useless’’, would prove the 
negative effect of the small hormone doses which I have used in 
conjunction with the operation. It would appear that in those 
patients of Kaufmann’s series who have resisted treatment 
menstruation has been initiated by adequate doses, but has failed 
to continue spontaneously after cessation of treatment owing to 
maintenance of the basic ovarian insufficiency. In my belief this 
is due to the absence of ovulation; although Novak,’ Corner,* 
and others, hold that regular nonovular menstruation occurs 
in the human subject, and I agree that evidence of this 
can occasionally be observed at operation, nevertheless in such 
cases ovulation does periodically occur and the specific influence 
of the corpus luteum may be thereafter maintained, a different 
state of affairs from that associated with the type of ovarian 
malfunction under consideration in which the ovulation certainly 
has not occurred over a long period and regular menstruation 
will be in abeyance until it does. 

From this fact, therefore, one might deduce that already 
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adequate doses of these hormones have been given in Kaufmann’s 
series, that no further potency is necessary, and that the 
failures of his series are due to the inability of these hormones to 
re-stimulate the ovaries to active, if even irregular, ovulation. My 
first case was operated upon five and a half years ago, and at 
that time, and since, I have presumed a pathological change to 
have occurred in the ovaries as the result of the presence of a 
basic pituitary hormone-deficiency resulting in their secondary 
cessation of function. Lack of follicular ripening and ovulation 
appears to lead to the development of a condition of multicystic 
disease in the ovaries or alternatively, and to a lesser degree in my 
experience, a state of chronic cirrhosis of the tunica with progres- 
sive fibrosis of the ovarian stroma. In typical cases of this class 
of amenorrhoea these conditions can be diagnosed by clinical ex- 
amination and it was this fact which led me to a belief that ovula- 
tion was progressively prevented by the pathological changes 
resultant upon the hormone insufficiency—a type of vicious circle. 

In the first case the whole of the periphery of the cortex 
became involved by multiple cystic distensions which penetrated 
down into the deeper zones towards the hilum. The normal 
contour of the ovary was lost and became enlarged and wedge- 
shaped with its base at the distal periphery. The more mature 
follicles were destroyed probably intrinsically, or by pressure 
obliteration, and the younger more deeply situated ones were 
mechanically prevented from approaching the peripheral surface 
to mature and ovulate. Presumably a number of the mature 
follicles persist for a long time in the deeper zones where cystic 
degeneration is lessened in degree. 

In the second case the ovaries become smaller and harder 
owing to the fibrous and hyaline changes in the tunica and tissue 
of the stroma. In these cases the condensation is so great that 
ovulation is impossible, and complete obliteration of even the 
deeply situated follicles is probable. 

In my series either one or the other of these pathological 
states of the ovaries has been. present in the developed case, 
which exhibits amenorrhoea of some standing, and I consider 
that these changes once established are permanent in degree. 
Although ovulation may occasionally be induced in an ovary 
which is the seat of advanced multicystic disease that involve- 
ment will remain in conjunction with a small area which still 
functions and finds an outlet to the surface. Only recently I 
noticed such an ovary at operation—a recent corpus luteum on 
the periphery of an ovary enlarged to three times the normal size 
by the presence of multiple cysts. Before the advent of Kauf- 
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mann’s treatment, however, efforts in this direction were usually 
attended by failure, and in my opinion certain resulting deep- 
seated ovarian pain was produced by partially stimulated follicles 
failing to reach the surface of the ovary. A study of the gross 
pathology of the ovary affected by multicystic change is sufficient 
to stress the permanency of the damage to the functioning 
ovarian tissues. Regeneration is as impossible as in a multicystic 
kidney. In the developed cirrhotic ovary it is quite impossible 
to imagine anything but permanency in the state of ovarian 
destruction and consequent malfunction. It is not necessary for 
me to indicate the distinction between this type of cystic ovary 
and the unilateral single cyst associated with metropathia 
haemorrhagica. 

The operation of extroversion of the ovaries is based upon 
the foregoing facts and is an attempt to assist maturity and 
ovulation in the remaining follicles by facilitating their approach 
to the surface. I agree with certain continental observers that 
the normal ovular rhythm may be reinstated by inducing a single 
ovulation. Needless to say the outlook in those cases associated 
with cirrhotic ovaries is poor. I have observed the diminution 
in the size of the uterus following prolonged amenorrhoea to be 
particularly more marked in this type of case. 

The technique of the operation is simple; and let me say at 
once that it would appear from all standards of surgical law to 
be irrational, in so far as a raw surface is deliberately produced 
in the pelvic cavity. This fact, however, is not so grossly at 
variance in this respect as might be imagined, because the raw 
surface produced faces directly downwards towards the pouch of 
Douglas and is not in contact with any other peritoneal surface, 
even that of the uterus. The normal surface of the ovaries is 
presented upwards towards the abdominal cavity. 

In the operation a wedge, having its base at the periphery, is 
excised sagittally from the cystic ovary. The apex of the wedge 
is carried down to the region of the hilum. In this way’ the 
ovary is reduced in size by the removal of grossly cystic and 
functionless tissue, and inversion of the cut edges is prevented, 
thus facilitating extroversion. For the latter reason also a thin 
wedge is similarly excised from the cirrhotic ovary. The ovary 
- is then held by fine forceps with the cut edges apart and the cut 
surface fully exposed. 

No. 1 catgut on a fine non-cutting needle is now passed in a 
direction from without through the outer surface into the cut 
surface near the edge, then down through the cut surface to the 
outer surface on the same side, near the mid-line, then up through 
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the outer to the cut surface on the opposite side near the mid-line 
and finally down through the cut surface to the outer surface near 
the edge. This is done near the mesial and lateral ends of the 
ovary. The effect of tying these sutures is apparently to turn the 
ovary partially inside out, but in effect this is not so, since the 
fibrous strength of the tissues of the medulla and hilum prevent 
this and the result is more in the nature of a flattening outwards 
of the cut halves of the ovary with adhesion between the outer 
surfaces close to the middle line. A certain optimal firmness 
is applied to both sutures on tying. One is tied not too firmly 
in the region of the junction with the ovarian ligament and the 
other below the outer and lateral aspect of the ovary. Naturally 
the suture will cut out if tied too firmly and there is no need to 
constrict the ovarian ligament to acquire the necessary effect. 
It is surprising how little bleeding there is from the cut surface. 
The cirrhotic ovary bleeds very little and oozing from the cystic 
ovary is controllable by compression of the bleeding point by a 
Spencer Wells forceps or contact for a few minutes with the 
abdominal swab. During this time the appendix may be removed 
with advantage particularly if it be situated near to the pelvic 
brim. After the ovaries have been dealt with in this way their 
diminished weight is supported without effort by the broad liga- 
ments, their smooth outer surface is presented upwards and their 
cut surface downwards towards the cul-de-sac. Their whole 
aspects are largely shielded from the general abdominal cavity 
by the natural approximation of the line of the infundibulo-pelvic 
ligaments and posterior pelvic brim. In none of my cases has 
there been a clinical complication due to post-operative adhesions, 
and in none has there been evidence of adhesion of the ovary 
itself on examination of the pelvis in the months after operation. 
Moreover, none of the patients have complained subsequent to 
the operation, either immediately or remotely, of local symptoms 
relative to the ovaries operated upon in this way. These were 
points which I watched for very carefully following my tentative 
adoption of the operation. During the years in which I have 
carried it out, from time to time I have become impressed by the 
complete absence of untoward post-operative symptoms until 
ultimately I have looked upon it as a thoroughly safe procedure 
notwithstanding its theoretical breach of surgical tenets. It has 
been my custom to precede the laparotomy in these cases by a 
preliminary dilatation of the cervix with curetting of the uterus—- 
partly for its possible directly stimulating effect and partly to 
assess the length of the uterus, type of cervix, and presence or 
absence of endometrium. 
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A certain amount of endocrine treatment has been given in 
conjunction with this operation. The most potent extract used in 
this respect has been antuitrin S, small doses of which have been 
given in some cases. The doses used in my cases, however, have 
been very small—negligible in comparison with Kaufmann’s 
dosage—and certainly in my control cases this preparation and 
others had no effect per se. Antuitrin S, oestroform, ovarian 
and thyroid extracts have all been used to a certain extent, as 
available, with the object of assisting towards the required result. 
I am quite certain, however, particularly in view of Kaufmann’s 
assertions, that these hormone preparations in the doses in which 
they were used would have no effect without the operation. 
Whether such doses could produce sufficient effect to irritate fol- 
licular growth to the stage of ovulation in the extroverted ovary 
is another matter. I am doubtful, but nevertheless have always 
given a short course of this type of treatment in my cases. In 
one of the early successes, however, the patient was given only 
thyroid and ovarian extract by mouth for a time. 

A brief description of the individual cases of this series is as 
follows : — 


CasE 1. Miss H., aged 23 years. Operation, October 1931. Menses 
began at the age of 12. Relative amenorrhoea latterly. Complete 
amenorrhoea 1 year. Some loss of weight, otherwise apparently healthy. 
Operation showed small cervix and uterus; both ovaries were definitely 
cirrhotic with densely hard and thickened tunica albuginea and fibrous 
stroma. Ovarian extract given by mouth: no immediate result. 

CasE 2. Miss B., aged 19 years. Operation, March 1932. Menses 
began at the age of 14. Complete amenorrhoea 1 year. General health 
good. Some loss of weight. Operation showed a small cervix and uterus 
with diffuse multicystic change in both ovaries. Ovarian and thyroid 
extract given by mouth for 3 weeks. No further hormone treatment. 
Menstruation began 6 weeks after operation and has continued regularly 
every 28 days for 4 days since operation. 

CasE 3. Mrs. T., aged 25 years. Operation, August 1933. Menses 
began at 13 years. Relative amenorrhoea led to complete amenorrhoea, 
which has now lasted for 2 years. General health good. Slight loss of 
weight. Operation showed a very small cervix and uterus and multicystic 
change in both ovaries. Injections of the progynon preparation then on 
the market had been given regularly for 4 months prior to 2 months before 
the operation without effect. Antuitrin S was injected after the operation 
in doses of 200 rat-units twice weekly. Menstruation occurred 5 weeks 
after operation and has continued for 3 more months in small losses. This 
patient is now 4% months pregnant. 

Case 4. Mrs. B., aged 29 years. Operation, April 1934. No children. 
Married 4 years. Menses began at the age of 13. Regular until the age of 
18. Then relative amenorrhoea since, every 6 to 8 months. Now 
amenorrhoea for 13 months. Before that for 12 months. Has gained 
weight. General obesity. Operation showed double cystic ovaries. 
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Antuitrin S given for 6 doses. Menstruation occurred 5 weeks after 
operation, then 6 weeks later, and again 5 weeks later. During this time 
antuitrin S injections were given periodically in doses of 200 rat-units. 
They were discontinued after the third month, since when menstruation 
has occurred regularly every 34 to 37 days, lasting for 5 days. 

CasE 5. Miss D., aged 191% years. Operation, June 1934. This is a 
case of relative amenorrhoea and oligomenorrhoea. Menses began at 12% 
years. Intermittent amenorrhoea of 2 months’ duration. Menstrual loss 
negligible for 1% to 1% days. Operation showed a grossly cystic ovary 
which contained a small dermoid cyst. The left ovary was multicystic, 
and was resected and extroverted. Two hundred rat-units of antuitrin S 
per week were given for 3 months. Thereafter 1 oestroform tablet 
(B.D.H.) was given by the mouth daily. Menstruation occurred 3 months 
after operation and has continued normally for 2 to 4 days since. 

CasE 6. Miss T., aged 20 years. Operation, 1934. Menses began at 
the age of 15. Amenorrhoea for 6 months. Previous appendicectomy. 
General condition good. Operation showed double multicystic ovaries. 
Six injections of 200 rat-units of antuitrin S were given after operation. 
Menstruation began 4 weeks after operation and was regular every month 
for 3 months. Then amenorrhoea for 3 months, followed by further 
regular menstruation every 5 weeks, lasting for 2 days. 

CasE 7. Miss M., aged 21 years. Operation, December 1934. Menses 
began at the age of 13. Very irregular—approximately every 6 months. 
Amenorrhoea for 6 months. Some loss of weight. Operation showed 
double multicystic ovaries. Injections of 200 rat-units of antuitrin S were 
given for 5 weeks. Menstruation occurred 5% weeks after operation and 
has continued at monthly intervals, lasting for 6 days, ever since. One 
oestroform tablet taken by the mouth daily since operation and a further 
short course of antuitrin S given about 6 months ago. 

CasE 8. Miss D., aged 24 years. Operation, January 1935. A case 
of relative amenorrhoea. Menses began at the age of 15 and have been 
irregular since, the periodicity being from 2 to 6 months and lasting 6 
days. Good general condition. Operation showed both ovaries to be 
grossly cystic. Six injections of 200 rat-units of antuitrin S were given 
after operation. Menstruation occurred 4 weeks after operation and has 
since continued regularly every month, lasting for 6 days. One oestroform 
tablet taken by the mouth daily for some months after operation. Has 
gained weight. 

CasEg. Miss N., aged 29 years. Operations, January and March 1935. 
Complete amenorrhoea for 7 months immediately following appendi- 
cectomy. Previously menstruation occurred every 6 to 8 weeks and lasted 
for 4 days. Curettage performed in January 1935, followed by 
injections of 200 rat-units of antuitrin S twice weekly. No result in 2 
months. Laparotomy was performed in March 1935. Operation showed 
double multicystic ovaries. Menstruation occurred during the week 
following operation, but has failed to become established. 

CasE 10. Mrs. B., aged 20 years. Operations, January 29th, 1935, and 
October 30th, 1935. A case of relative amenorrhoea; menses approximately 
every 3 months. Sterility and dysmenorrhoea. Curettage performed 
in January 1935, followed by regular injections of 200 rat-units of 
antuitrin S twice weekly. Menstruation was recorded 4 weeks after 
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operation. Amenorrhoea returned, however, and lasted for a further 3 
months. The grossly enlarged ovaries could be palpated on pelvic 
examination in this case. Laparotomy was performed after a further 3 
months’ amenorrhoea in October 1935. Since operation the patient has 
menstruated at regular monthly intervals on 2 occasions, that is normally 
up to the present time. No further hormone treatment. 

CasE 11. Miss B., aged 19 years. Operation, March 1935. Menses 
began at the age of 16, and recurred every 3 to 4 months with slight loss 
for 12 months. Amenorrhoea for the last 2 years. Some anaemia, but 
good general condition. Operation showed advanced multicystic change 
in both ovaries. Each was enlarged to three times the normal size. The 
usual course of antuitrin S was given after the operation and oestroform 
tablets were taken by the mouth thereafter. An occasional further course 
of antuitrin S has been given in this case. Menstruation occurred 6 weeks 
after operation and has since continued regularly every 27 days, lasting for 
5 days. This patient is now taking 1 oestroform tablet every 4 days. 

CasE 12. Miss H., aged 32 years. Operation, April 1935. A case of 
relative amenorrhoea and oligomenorrhoea. Menstrual periodicity 6 
weeks with slight loss for some years. This patient complained of chronic 
pelvic pain, and examination disclosed the presence of grossly cystic and 
prolapsed ovaries in conjunction with an acutely retroverted uterus. 
Ventral fixation was also performed in this case. Six injections of 
antuitrin S were-given after operation. Ovarian extract was taken by the 
mouth for a further 2 months. Menstruation occurred 4 weeks after 
operation and has since continued at intervals of 25 to 26 days, lasting 
for 4 days. 

CasE 13. Mrs. B., aged 29 years. Operations, June 1935. A case of 
relative amenorrhoea and general obesity. Menses occurred every 4 to 5 
months, and lasted for 4 days. Operation showed double cystic ovaries. 
Six injections of antuitrin S were given after operation and ovarian extract 
taken by the mouth thereafter. Bleeding occurred for 21 days 5 weeks 
after operation, and menstruation has been regular every month since, 
lasting for 4 days. No hormone treatment since the first bleeding after 
operation. 

Case 14. Mrs. W., aged 30 years. Operations, July 5th, 1935, and 
September 9th, 1935. One full-time child 5 years ago. Amenorrhoea for 
2 years. General condition good. Curettage carried out in July 1935, 
followed by injections of antuitrin S in the usual way and oestroform 
tablets taken by the mouth thereafter. This gave no result. Laparotomy 
with resection and extroversion of double cystic ovaries was carried out in 
September 1935. 

CasE 15. Miss P., aged 22 years. Operation, July 1935. Menses 
began at the age of 14, being regular until January 1935. Amenorrhoea 
for 6 months. This patient was treated by injections of antuitrin S (400 
rat-units per week) and oestroform for 4 months without effect. Operation 
showed both ovaries to be involved by multicystic change. Menstruation 
occurred 10 weeks after operation and lasted for 2 days, but has failed to 
establish itself normally. 

CasE 16. Mrs. W., aged 27 years. Operation, October 1935. Married 
6 years. No children. Menses began at the age of 15, and was regular 
every month, lasting for 5 days, until 1934. Amenorrhoea for 18 months. 
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Has gained weight recently. Operation disclosed grossly cystic ovaries. 
Six injections of antuitrin S were given after operation and 1 oestroform 
tablet per diem thereafter. Menstruation occurred on December 12th, 
1935, and lasted for 3 days. This was 6% weeks after operation. 
Menstruation also occurred on January 11th and February gth, 1936, each 
period lasting for 3 days. 

” CasE 17. Miss D., aged 20 years. Operation, September 1936. Menses 
began at the age of 10 and were regular for 12 months. Relative 
amenorrhoea for 12 months to 2 years. Infection by a ‘foreign germ’ 3 
years ago. Nerves getting bad. Examination revealed conical cervix, 
mobile uterus, and cystic right ovary; patient well developed, with some 
thyroid enlargement. Operation: dilatation of the cervix with curetting, 
followed by laparotomy, at which both ovaries were extroverted and the 
appendix removed. Both ovaries were under-developed. The patient was 
admitted to a nursing home with acute nephritis on October 27; she 
commenced to menstruate on October 29th, the period lasting for 7 days, 
and menstruated again on November 26th, the period this time lasting for 
5 days. The patient has taken 1 oestroform tablet daily during this time. 


I have operated upon 3 patients exhibiting amenorrhoea of 
2 years’ duration; 5 patients of over 1 year’s duration; 4 patients 
of over 6 months’ duration, and 5 patients with a constant 
periodicity of from 2 to 6 months. Regular menstruation was 
established after operation in 13 of the 17 patients. One patient 
with an initial amenorrhoea of 7 months menstruated once only, 
one week after operation; another with initial amenorrhoea of 6 
months menstruated only once—1o weeks after operation; and 
another with initial amenorrhoea of 2 years has not been traced. 

In the first two cases of the series hormone treatment in the 
form of ovarian extract only was given by mouth. In the other 
cases it has been my routine to give a course of 6 injections of 
200 rat-units of antuitrin S immediately following the operation, 
and thereafter oestroform tablets (B.D.H.) 1 daily for a time. 
Some of these patients, however, such as 13, 15 and 16, did not 
receive further treatment after leaving hospital. The failures 
have received intermittent courses of injections and oral adminis- 
tration for prolonged periods following operation without effect. 

In order to assess the effect of the type of hormone treatment 
which I have been accustomed to use in conjunction with opera- 
tion, I submitted patients numbers 10, 14, and-15 to a preliminary 
course of hormone treatment of a similar type over three months 
without effect. In 2 of these patients I also carried out a curettage 
in conjunction with this treatment. These 3 may be called pre- 
operative hormone control cases. There are 2 patients not 
reported in this communication who are at present undergoing 
treatment in this way. Patient 14, who at the moment is classed 
as a failure, did not receive any hormone treatment following 
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operation. As patients 1 and 2 did not receive antuitrin S, these 3 
may be called post-operative hormone control cases. 


CONCLUSION. 


I have delayed setting down my conclusions with regard to 
the results of this series of cases until now, that is, a period of 15 
months since I first read this communication to the North of 
England Obstetric and Gynaecological Society in June 1936. | 
have done so because at that time the two points raised in dis- 
cussion were (1) the advisability of carrying out laparotomy for 
a condition which is not in the nature of a surgical necessity, and 
(2) the lack of proof of ovulation following operation even in the 
successful cases. To-day I am in a better position to answer 
these questions as the result of observation of the effects of con- 
tinued endocrine treatment of the most modern type in this class 
of case and as the result of the occurrence of a pregnancy in one 
of the patients of my series. 

In this series of cases operated upon 13 patients show a 
successful result by the establishment of regular menstruation 
immediately following operation, and there are 4 failures. There 
were 3 patients who were treated by modern endocrine therapy, 
as advocated by Kaufmann, prior to operation with no result. 
I regard these as in the nature of control cases. Nearly all the 
patients had some form of oral administration of endocrine sub- 
stance following operation and a number received a short course 
of antuitrin S injections with oestroform by mouth. I quite 
agree with Kaufmann’s views that this amount of treatment would 
of itself be of no avail. 

In these series, therefore, there are patients who are now 
menstruating regularly every 4 to 5 weeks with normal loss, 
who were previously suffering from either persistent relative 
amenorrhoea of 3 to 6 months’ type, or definite secondary amenor- 
rhoea varying from I to 3 years’ duration. These patients at the 
time of operation were suffering in addition to the fact of the 
amenorrhoea complained of. Some had lost a considerable 
amount of weight through worry and anxiety coupled with the 
underlying endocrine disturbance, others had gained in weight 
just as definitely, though these I found were in the minority and 
were associated with the gross retrogressive change in conjunc- 
tion with chronic cirrhosis of the ovaries. In others the weight 
remained unaltered, but in nearly all there was a definite under- 
lying nervous upset and, in some, symptoms bordering upon 
neurasthenia. One understands that these patients regard them- 
selves as different from other women. The question of marriage 
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and pregnancy obsessed some. A few of the patients who had 
kept the knowledge of this abnormal function to themselves were 
heading for a nervous breakdown as the result. In the married 
patients the continued presumption of pregnancy with disillusion 
had its nervous effect. I regard patients with the condition of 
prolonged relative amenorrhoea or developed secondary amenor- 
rhoea as, in the main, physically ill from nervous upset, however 
well some of them may control it. 

Since Kaufmann first propounded his treatment for this condi- 
tion by endocrine injections, this method has been adopted 
widely, and’most observers will agree that only temporary results 
are likely to accrue thereby. Replacement therapy is not likely 
to reinstitute regular menstruation after prolonged relative or 
developed secondary amenorrhoea has been established. More- 
over, the cost of such therapy is as yet largely prohibitive. 

In assessing the value of hormone therapy as applied to 
secondary and relative amenorrhoea, Bishop (British Medical 
Journal, April 1937) says: ‘‘The results of hormone therapy in 
this group of cases are disappointing. Permanent re-establish- 
ment of menses occur in Io to 20 per cent of cases of secondary 
amenorrhoea and in cases of oligomenorrhoea and hypomenor- 
rhoea regularity and normal loss are achieved and maintained 
in 30 to 4o per cent. Replacement therapy is only temporary in 
its effect. Discontinue the administration of oestrin in a case of 
ovarian deficiency and the uterine muscle will atrophy. Stimu- 
lation therapy yields comparatively poor results. Re-establish- 
ment of menstrual rhythm in a long standing case of amenorrhoea 
demands readjustment of a delicate endocrine balance whereby 
the ovary is subjected to hormonal stimuli of varying nature and 
intensity throughout the cycle.”’ 

To my mind these words convey the crux of the situation, in 
an understanding of the difficulty or impossibility even ot 
adjusting this balance by mechanical means alone, in the presence 
of ovaries which are inert physiologically. 

I mention these points because I believe that endocrine therapy 
of this type should be tried in all cases to begin with because it is 
non-operative. In those cases, however, in which it does not 
give any permanent result and in which the gross iesions of the 
ovaries already referred to can be estimated by examination in 
conjunction with prolonged relative amenorrhoea or secondary 
amenorrhoea, I believe that this operation of extroversion of the 
ovaries should be carried out provided the patient fully realizes 
that a successful result cannot be guaranteed. 

I consider that the associated physical and nervous disturbance 
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of the present, not to mention the restricted functional outlook 
for the future, of which the patient is well aware, is sufficient 
indication for the performance of laparotomy for this condition 
in these days of comparatively safe surgery. In my opinion it 
is a mistaken view to look upon this condition as one 
which is not immediately threatening the life of the patient and, 
therefore, one which does not call for every effort to relieve. 
Such a view takes no note of the years ahead which only the 
patient herself has to face, handicapped by a developing neurosis. 
Nor can the view that, ‘‘If left alone many of these cases will 
right themselves’’ be of much solace to the patient in whom a 
trial by endocrine therapy has not produced regular menstruation. 
It is well known that in certain cases menstruation has re-estab- 
lished itself without assistance after a period of amenorrhoea. I 
particularly refer, however, to those cases of consistent relative 
amenorrhoea—showing as they do an inadequate endocrine func- 
tion extending over a long period, and to developed secondary 
amenorrhoea of I year, or more, duration. In these patients, if 
cystic degeneration of the ovaries can be clinically diagnosed, 
there can be little doubt that the pathological lesion present is 
progressive and that the prospect of the return of normal function 
is remote. 

The technique of this operation is based upon the impossibility 
of deeply situated Graafian follicles, which are as yet unaffected 
by the degenerative changes in the ovary, reaching the surface, 
to rupture thereon. Facilities for this phenomenon are the result 
of making a new wide and free ovarian surface. The regularity 
with which menstruation has followed operation in the majority 
of these patients strongly suggests ovulation from ovaries which 
certainly did not show any recent or remote evidence of this at 
operation. Proof-of this fact, however, was not forthcoming in this 
series until recently, when Case 3, in which the patient exhibited 
2 years’ amenorrhoea and in which there was no trace of a corpus 
luteum in either ovary at operation, became pregnant 4} months 
ago. This pregnancy has continued normally until the present 
time. Injections of proluton, 2 clinical units, three times weekly 
have been given from the fourth week to the twelfth week with 
the object of mitigating against abortion. In this patient regular 
menstruation occurred 5 weeks after operation and continued at 
regular intervals of 4 to 5 weeks for 2 years until the advent of 
the present pregnancy without endocrine assistance. In this 
case ovulation has certainly taken place recently and it is, 
therefore, a fair assumption to make that ovulation has occurred 
on other occasions since the operation. Some regular stimulus 
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to the production of menstruation has been present in this case 
as in the other successful cases of this series, which was not 
present before operation. In my opinion this stimulus is the 
phenomenon of ovulation which cannot, of course, be proved in 
any case unless pregnancy takes place. It is remarkable that 
this particular patient was once exhibiting the long period of 
secondary amenorrhoea of 2 years’ duration—a fact which must 
go far to disprove any likelihood of ovulation and normal men- 
strual rhythm recurring spontaneously without interference. I 
therefore suggest, that in these, patients in whom regular mens- 
truation has recurred shortly after operation and has continued 
regularly practically without endocrine assistance, that the close 
association in time between this result and operation points 
directly to the production of a continued menstrual stimulus due 
to the latter, and that this stimulus is that of reproduction of ovu- 
lation which alone could maintain the continuance of menstrual 
rhythm. 

While recognizing, therefore, the inadvisability of subjecting 
young subjects suffering from developed relative or secondary 
amenorrhoea to laparotomy without a thorough trial of treatment 
along general and endocrine lines, I would assert that this opera- 
tion of extroversion of the ovaries is justifiable in the following 
cases. 

(1) Where endocrine therapy alone fails to restore regular 
menstruation or something approaching this state. 

(2) Where a lesion of the ovaries such as has been described 
can be detected clinically. The progressive nature of the lesion 
renders the outlook less and less favourable. 

(3) Where time itself fails to rectify menstrual function and 
particularly where this disimproves as time goes on. 

(4) Where the nervous system shows signs of derogatory 
affection in consequence of the fact of amenorrhoea. 

Under these circumstances, it seems to me, that treatment 
even involving operation is justifiable in order to hold out a 
prospect of the restoration of regular menstruation and possible 
pregnancy. The patient and responsible relatives should under- 
stand, however, that a result, so far as the former is concerned, 
can be expected in approximately 75 per cent of cases. 
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In 1846 Brodie, in his lectures on varicose veins and ulcers of 
the leg, said: “‘I think it very probable that many among you 
may pass the bedside of such a patient without thinking her 
worthy of attention’. This does not hold true nowadays, for great 
advance has been made in the treatment of varicose veins and 
allied conditions of the leg so that sufferers from such maladies 
can be given greater relief than in former days. 

Although varicose veins have been treated by the injection 
of various substances since the middle of the last century, 
pregnancy was considered a contra-indication to this form of 
treatment, and more conservative methods advised till the preg- 
nancy had terminated. Thus women were denied the benefits of 
injection treatment which their sisters who were not pregnant 
received because it was considered that veins in pregnancy were 
due to pressure from above and that they recovered spon- 
taneously shortly after the termination of pregnancy. 

Certain clinical features justify this treatment, but as they 
will be dealt with in more detail later they are only mentioned 
here to demonstrate the case in its favour. Such symptoms as 
pain in the veins, irritation of the skin surrounding the 
parts affected, and cramps in the legs, combined with 
the possibility of rupture of the veins during pregnancy or 
labour, make a strong case in favour of a more active line of 
treatment. It is a well-known fact that veins often make their 
initial appearance during pregnancy and although they become 
greatly improved immediately afterwards, in each subsequent 
pregnancy the veins become larger, and if a woman has several 
children her means of locomotion may be permanently impaired. 
Many veins disappear altogether after childbirth and others 
become greatly diminished in size. When they can be seen 
easily during pregnancy, injection treatment will give immediate 
relief and a satisfactory permanent cure. 
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Obstetrical textbooks until 12 months ago advised conservative 
treatment, but with the publication of satisfactory results from 
injection there is a gradual tendency to adopt the more active 
procedure. 

De Lakats' was the first to treat varicose veins in pregnancy 
by injection. Definite conclusions were not claimed as only 6 
patients were treated, but the results merited further investigation. 

McPheeters’ treated 46 women and also concluded that the 
method was to be advocated. 

Hawk’ states: ‘‘Pregnancy when complicated by varicose 
veins is a decided indication for injection. Great relief is 
afforded these women and the procedure may be carried out up 
to the sixth or seventh month safely. Quinine solutions should 
not be used.”’ 

Greene‘ treated 25 patients with quinine urethane with satis- 
faction and one case suffered from mild cinchonism, but in none 
were any uterine symptoms produced. 

Ritchie’ treated 50 cases of varicose veins by injection of 
sodium morrhuate and the results were also satisfactory. In- 
cluded in the series, 24 had veins of the vulva injected. 

Edwards* advises treatment only for those patients who suffer 
from severe pain in some individual segment of the varices 
especially in the vulva and thigh, but he is very emphatic that 
the substance to be used should be sodium morrhuate and not 
quinine urethane on account of the oxytocic effects of the latter. 
His two cases are the only ones reported in which an effect on 
the uterus could be produced from the injection of varicose veins 
with quinine urethane. As these cases are of significance in this 
article the essential particulars of each are: 


CasE 1. A woman aged 42 years with compensated rheumatic cardiac 
disease had injections of 2 c.c. at weekly intervals. After the ninth 
injection she complained of vaginal bleeding, and on questioning she 
stated she had painless vaginal bleeding after each injection. 


CasE 2. A woman aged 43 years commenced having injections for 
treatment of varicose veins 4 days after she menstruated. She received 
them at intervals of 3 weeks. A slight amount of vaginal bleeding 
occurred after her fourth injection when she was 3 months’ pregnant, and 
again after her fifth injection when she was 3% months’ pregnant. She 
told of this 5 weeks later and the treatment was discontinued. Her 
pregnancy was normally completed. 


Cheatham and Peck’ recorded the treatment by injection of 
varicose veins during pregnancy. The report was only a pre- 
liminary one, as the results of this procedure were then unknown. 
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Their report was based on the results of treatment in 24 patients 
and the substance used was sodium morrhuate. Every patient 
thus treated was relieved and interrogation of the patients re- 
vealed that of the 24, only 2 preferred to have the veins 
untreated. 

Nicholas’ using dextrose (50 per cent) and sodium chloride 
(30 per cent), treated 100 patients by injection with satisfactory 
results in the relief of pain and discomfort, and prevention oi 
thrombo-phlebitis after delivery. He used this solution because of 
fear of severe reactions which may follow the use of sodium 
morrhuate. 

Cheatham and Peck® gave a further record of their experience 
of injection of sodium morrhuate. The entire series was now 
based on the results of treatment in 46 patients, and the results 
bore further testimony to the advantages of this treatment. 

In considering the aetiology the theory of an endocrine origin 
for varicose veins in pregnancy is well supported by the time of 
their onset. It is believed that a congenital weakness in the 
valves when subjected to any strain will lead to a varicose con- 
dition. Among these strains is pregnancy, especially when the 
veins make their appearance in the later months, but when the 
veins appear early no such causation can be accepted. The 
action of the corpus luteum is to produce a relaxing effect on all 
smooth muscle, and since the varicose condition often becomes 
manifest when the corpus luteum is working at fullest capacity 
early in pregnancy, an endocrine theory of origin is tenable. 
Parity is also of importance, for if the veins are weakened during 
pregnancy successive confinements will accentuate the condition. 
In the series of cases under review only 2 out of the 60, a per- 
centage of 3.3, were primigravidae which is very striking and 
bears out what has been submitted. 

Many different solutions have been used for injection, but the 
present consensus of opinion is in favour of sodium morrhuate, 
or quinine urethane, and of the two, the latter is more popular. 
It is easier to inject, the solution is antiseptic and the results 
on the whole are more satisfactory. On the other hand should 
there be leakage into the surrounding tissues, quinine urethane is 
more likely to cause sloughing. 

It will have been noted that the majority of those in favour of 
injection treatment advise against quinine on account of its oxy- 
tocic qualities, but with the exception of -Edwards’s two cases, 
no others in proof of this have been reported. It is hard to 
believe that the dose of quinine received in a 2 c.c. injection of 
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quinine urethane could produce such effects, especially when 
Ganner’’ actually advises two grains of quinine bihydrochloride 
three times a day by mouth during the last four weeks of 
pregnancy. 

With these facts in mind I decided to try the injection of 
quinine urethane in the treatment of varicose veins in pregnancy, 
and.from May 1934 to November 1936 I selected from the ante- 
natal department 60 patients whom I considered would derive 
benefit. My selection was based on certain symptoms, together 
with the knowledge that the veins would be easier to inject during 
pregnancy and that immediate relief would probably follow. The 
symptoms were cramps or swelling of the legs, irritation of the 
skin, pain in the veins, mental or physical discomfort from the 
enlargement. | 

The most common situation for varicosities to develop was 
in the calves, but they were found as well to a lesser degree on 
the thighs. Of the 60 cases, the condition was found to be 
bilateral in 38, and unilateral in 22, while of the total number, 
4 cases had varicosities on the vulva as well. 

Certain contra-indications to injection treatment must be 
observed, or severe complications may develop. Patients with a 
history of white leg, or in whom the deep veins have become 
occluded by infection, must not be treated by injection, so that 
it is essential to ascertain whether the varicose superficial veins 
are acting only as a means of compensation, but a history of old 
phlebitis is not necessarily a contra-indication as the deep circula- 
tion may be effective. A spontaneous superficial thrombosis also 
contra-indicates injection until all signs of inflammation have 
subsided. 

The presence of inadequate arterial circulation should be 
noted, since the tissues will only withstand the mildest reaction. 
Patients were seen in the later months of pregnancy, in whom 
the whole leg was a mass of very distended varicose veins, and 
in these cases injection treatment was not attempted, as it was felt 
that relief could not be obtained in a short time, and that several 
months would be required to bring about a successful conclusion. 
Instead an elastic stocking, or an elastoplast bandage, was advised 
for the remainder of pregnancy. Women suffering from uncom- 
pensated heart disease and high blood-pressure were also treated 
in a similar manner and no attempt at treatment by injection 
was carried out. 

The technique used in the treatment was as follows. A careful 
history was first taken, particular attention being paid to the 
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nature of the previous confinements and their subsequent puer- 
peria. As already mentioned, a history of phlegmasia dolens was 
a definite contra-indication, and in all cases of suspected impair- 
ment of the deep circulation, investigation was made. The 
Trendelenburg test was not carried out, but the simpler one of 
Perthé was used in cases of suspected deep thrombosis. A 
tourniquet was placed, above the knee and the patient allowed to 
walk about. If pain developed, or the superficial veins became 
very distended a deep thrombosis was present or, at any rate, 
the deep circulation was not functioning properly. These cases 
were treated by bandages or plasters. 

Having decided a case was suitable for injection, the veins 
were examined with the patient standing in a good light. The 
patient was then made to lie down and the leg slightly elevated, 
thus the empty-vein-technique was used entirely, but without the 
use of a tourniquet. Nixon" found sloughing occurred more 
often when a tourniquet was used, and only as clearly visible 
veins are injected, its use is limited. The skin was painted with 
2 per cent tincture of iodine and the injection made. An ordinary 
2 c.c. record syringe with a fine needle (No. 17) was used 
throughout. A sterile solution of quinine hydrochloride 0.266 
grm. and urethane 0.133 grm. to each 2 c.c. of distilled water 
made by Parke, Davis was then injected, the maximal amount 
each time being 2 c.c. and usually given in four divided doses 
at different sites. On withdrawal of the needle pressure was 
applied to the point of injection for a few minutes, and then a 
small collodion dressing was applied before the patient walked 
home. The quinine acts by irritation of the endothelium lining 
the vessel wall, and forms a very tough adherent thrombus. The 
urethane exerts an anaesthetic action, and also assures the solu- 
bility of the quinine in water. The solution tends to crystallize 
when cool but dissolves on being placed in hot water. 

Ascending venitis, spreading up the saphenous vein instead of 
remaining near the site of injection, does occur and, although it 
is painful, rest will relieve it and a permanent cure result. Dis- 
coloration due to leakage of blood may persist indefinitely, and 
two such cases were found in the follow-up mentioned later. 

Lastly, pulmonary embolus, formerly a bugbear of this treat- 
ment owing to the softness of the clot, nowadays seldom occurs, 
and no such complication resulted in this series. Only a very 
sporadic case occurs, since the substances used form a very 
adherent tough clot intimately interwoven with the vessel wall. 

In those cases in which there were large veins, one-third or 
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one-half cubic centimetre was given at each injection, and in 15 
out of the 60 cases in which the veins were very large, an elasto- 
plast bandage was applied to the whole leg below the knee 
immediately after injection. The bandage was removed in 2 or 3 
weeks time, and in 7 cases further treatment was not required. In 
the other 8 further injections were given and the elastoplast again 
applied for a similar time. 

All injections were given at weekly intervals and were never 
given near the sites of the previous injections for at least 2 weeks, 
so as to allow any reaction to settle down. The usual technique 
advocated is to commence the injections near the foot and gradu- 
ally work upwards. In these cases, however, the most enlarged 
veins were injected. Mitchener’’ is also in favour of this 
procedure. 

It has been found in this series of cases the highest number of 
attendances required was 7, and the lowest I, giving an average 
of 2.7, and the maximal number of times injections were 
required was 6, with an average of 1.7. 

The immediate complications which may arise are few if a 
careful technique is adopted. General effects of quinine are 
rarely seen if the first injection be very small, and should any 
symptoms arise some other substance must be used. Damage 
to the connective tissue outside the vein is due to the substance 
leaking or being injected outside the vein. Pain after the initial 
prick of the needle should not be felt, and withdrawal of the 
needle immediately any local discomfort is felt will obviate the 
possibility of a local necrosis. Necrosis of the vein-wall due to 
the use of a too concentrated solution rarely happens if the solu- 
tion used be one made by a reputable firm of the strength already 
mentioned. In this series local necrosis did not occur in any case. 

The results of this treatment are very satisfactory, but not all 
the patients in this series were entirely free from some subsequent 
discomfort. Whether varicose veins in pregnant women are more 
susceptible to reaction after injection than those in women 
not pregnant is doubtful, but, nevertheless, a fairly high 
proportion did have some discomfort. The relief, however, from 
their previous symptoms more than compensated them in all but 
one case. The immediate results from the patient’s point of 
view were satisfactory and gave relief with two exceptions, who 
said they would have preferred to have remained untreated. 
_ Although the total number of cases is relatively small a satisfac- 
tory result in nearly 97 per cent is better than the results of 
treatment by crépe or elastic bandages. 
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Examination of the legs after injection showed that in 7 
patients a slight inflammatory reaction at the site of injection 
resulted, but treatment was not required and the ordinary daily 
life of the patient was in no way interfered with. In two other 
cases the patient complained of slight discomfort, but in neither 
case was there interference in her daily life and treatment was 
unnecessary. In 6 patients, or 10 per cent, there was sufficient 
reaction to necessitate treatment and it was in this group of 6 that 
2 patients would have preferred to have remained untreated. 
Three of the 6 patients were told to rest in bed and glycerine and 
ichthammol were applied. The other 3 had elastoplast bandages 
applied and told to lead their ordinary life. In less than 2 weeks 
the inflammation had sufficiently subsided, and unless the veins 
were knocked against some object or palpated with the fingers, 
pain or discomfort was absent. 

Cinchonism has been observed from time to time after injec- 
tion of quinine, and Edwards’s cases are the only two reported 
in the literature in which uterine haemorrhage occurred after 
injection of quinine urethane. In this series there were only 2 
very doubtful cases to which any suggestion of a generalized 
reaction to quinine could be ascribed. 

In one case labour commenced prematurely five days after 
the injection of # c.c., and a live 4 pounds infant was delivered 
which survived. In the other the patient complained of a 
generalized itching which persisted till after delivery. The latter 
patient was not seen and this information was only obtained in 
the follow up 6 months after her confinement. 

Varices of the vulva often cause most distressing symptoms, 
and if large, as already mentioned, they may rupture during 
labour and bleed profusely. Four such cases were treated by 
injection of quinine urethane with very satisfactory results, but 
particular care must be taken in the cleansing of the skin before 
the injection is made, and clipping of vulval hair is advised. In 
two of the cases very dramatic relief was obtained from a nearly 
intolerable pruritus. 

An effort to follow up all these patients was made, but it has 
only been possible to get in touch with 45 out of the 60 patients 
treated. A large percentage were delivered in their own homes so 
that it was not possible to obtain full details of their puerperia. 
Many of the letters were returned as the patients had changed 
their addresses, and their present abode is unknown, while a 
small number did not trouble to reply. Some of these patients 
were treated nearly 3 years ago, and in the course of the present 
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slum clearance in Dublin, many have removed to better accom- 
modation elsewhere. 

The replies of the 45 patients made interesting and in some 
cases amusing reading. Each patient was asked to write down 
the benefits or otherwise of the treatment received, and not one 
of the 45 replies were derogatory. Thirty of the 45 were abso- 
lutely charmed and full of gratitude, while the remaining 15. 
though greatly benefited and very thankful, made certain in- 
teresting observations. Three had subsequent confinements, and 
in one there was a slight recurrence of the condition. Three 
others state the veins are still visible, and though greatly im- 
proved still give rise to occasional discomfort. In 2, blue marks 
at the site of injection remain, but do not give rise to discom- 
fort, while in 3 others a complete cure was not obtained. 
Another patient who received treatment in only one leg stated 
that after delivery the leg which was not treated became cramped 
and she was unable to put it to the ground. Her doctor told her 
she nearly had a white leg. One patient still complains of 
occasional attacks of irritation in the leg treated, and the remain- 
ing 2 have already been mentioned as possible cases of 
cinchonism. 


CONCLUSIONS. 


(1) Sixty pregnant women suffering from varicose veins have 
been treated by the injection of quinine urethane. 

(2) Satisfactory results have been obtained in 97 per cent. 

(3) Although slight inflammatory reactions have occurred, 
the relief obtained more than compensated for the previous dis- 
comfort. 

(4) No serious complication resulted. 

(5) The puerperia so far as could be ascertained were un- 
complicated. 

(6) Of 3 patients who had subsequent pregnancies only 1 had 
a slight recurrence of varicose veins. 

(7) The injection of quinine urethane in 2 c.c. doses does not 
affect the pregnant uterus. 
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INTRODUCTION. 


THE object of this paper is to discover what changes are caused, 
in patients with heart disease, by single and multiple preg- 
nancies: not only at the time of the pregnancies, but also several 
years after the last confinement. The material available to the 
author consisted of 450 patients who attended the cardiac clinic 
at The Royal Free Hospital between January 1934 and 


December 1935. The total number of pregnancies involved was 
533. During the spring of 1936 a follow-up of these cases 
was carried out and 22 per cent (98) of the patients were again 
seen. This material includes 200 cases which were reviewed by 
Dame Louise McIlroy and Dr. Olive Rendel in 1931.” 


SecTIon I. 


REVIEW OF PREVIOUS LITERATURE. 


So far back as 1878 MacDonald published a monograph on 
the bearing of Chronic Diseases of the Heart upon Pregnancy 
and Childbirth. After this there were no outstanding communi- 
cations till Sir James MacKenzie published his work on Heart 
Disease in Pregnancy in 192I. 

Since then there has been a considerable quantity of liter- 
ture on the subject which, however, does not fundamentally 
challenge Mackenzie’s original views. We feel, therefore, that 
the most satisfactory method of reviewing this literature is to 
place it under headings which form suitable sections for study of 
the subject. 
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A. Circulatory Changes Associated with Pregnancy. 

The normal heart alters in pregnancy, both in position and 
output®*** and in its electro-cardiographic findings.“*°* The 
question whether the normal heart hypertrophies in preg- 
nancy or not is a controversial one.’ Previous writers differ as 
to whether the displacement of the apex beat is due to hyper- 
trophy ,”'*° to deviation of the axis of the heart or to dilatation.* 

Murmurs may not be cardiopathic, and are then termed 
‘‘ gestatory ’’,”* as they disappear after delivery. Sueh murmurs 
are always systolic in time and mechanical reasons are given for 
their presence.’ Murmurs indicative of heart disease are most 
clearly defined and their importance considered by MacKenzie.* 
Observations are made upon the changing of murmurs during 
the course of pregnancy."® 

Auricular fibrillation is shown by Carr and Hamilton’ to be 
rarer than was at first supposed by MacKenzie.* The high 
average age of patients at the onset of fibrillation has suggested 
that it is due to a normal progression of the disease rather than 
a result of the pregnancies.’*** The general opinion is that the 
prognosis is grave.” '*?***7° 

Heart block is rare,'* and is considered by some not adversely 
to influence the prognosis if the cardiac reserve is satis- 
factory.* Transient heart block after parturition is not rare, 
and is considered of no significance by some authors’*'’; al- 
though Herskovics** notes a case of sudden death following the 
onset of heart block after parturition. 

Extra-systoles are common in_normal pregnancy and are not 
considered of importance in association with heart disease if the 
cardiac reserve is satisfactory.* ° 

Paroxysmal tachycardia is counted by Munro Kerr” to be of 
no importance in pregnancy, but MacKenzie’ considers the 
prognosis favourable only in the younger patients. Several in- 
teresting cases showing this sign are quoted in the litera- 
ture.** “*°°°! Emphasis is laid on its grave significance if found 
in association with mitral stenosis,’” or if accompanied by pre- 
cordial pain and exhaustion.* Dumas and Pigeaud*’ consider it 
of no importance in pregnancy unless associated with a diseased 
myocardium, when they consider the prognosis grave. 

The neurotic heart is very well described by MacKenzie,’ 
and Hamilton® records a type of case, named by him neuro- 
circulatory asthenia, for which he prescribes reassurance and 
hygienic rvégime.. Cardiovascular syphilis is mentioned by 
Hamilton,*’ and Daly”* quotes a case of aneurysm. 
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B. Prognosis in Different Types of Lesion. 

Bramwell** ** discusses the general prognosis in cases of heart 
disease in pregnancy in two recent papers. 

Mitral stenosis is agreed to be the most common lesion, and 
MacKenzie considers that the gravity of the prognosis varies 
with the rate of progression of the disease. Some authors***’ 
point out that the development of definite mitral reflux in asso- 
ciation with mitral stenosis is serious. Aortic reflux is a rela- 
tively rare condition® considered to have a grave prognosis.** 
MacKenzie points out that a considerably raised pulse-pressure 
is an unsatisfactory sign in these cases and that when decompen- 
sation develops it is very rapidly progressive.” He also considers 
aortic stenosis too rare in young people to merit discussion. 

In considering congenital heart disease it has been deduced 
that if there is no connexion between the right and left sides of 
the heart the prognosis is good, but if there is a connexion the 
heart may fail suddenly following delivery. Carr and Hamil- 
ton’’ recommend that the limbs and abdomen should be bound 
to lessen the flow into the peripheral circulation. Breed and 
White™ say that ‘“‘if a patient with congenital heart disease has 
survived to the age of the child-bearing period without the signs 
of incapacity for normal activity, she will certainly be able to 
pass through pregnancy and labour without difficulty ’’. 

Podolsky” speaks of toxic myocarditis as a rare and danger- 
ous lesion during pregnancy. Terwilliger*’ quotes a case of sub- 
acute bacterial endocarditis which survived, but in the series of 
cases studied by Fruhinsholz and Michon,” Mengert,** and Brad- 
ford®' infective endocarditis was invariably fatal. 


C. Classification and Methods of Investigation. 

Schemes of classification for cases of heart disease in preg- 
nancy have been drawn up by the American Heart Association” 
and by Greenhill'* and Lennie.** The methods of investigation 
discussed include the Cardiac Clinic,’ which in America is 
controlled by a Control Committee.** °* Suitable case-sheets 
for use in such a clinic are given by Bramwell.** Great con- 
troversy has arisen as to the relative value of functional effici- 
ency tests.** 

The exercise tolerance test is highly valued by Pardee,’ *’ 
but Reid®® points out how misleading it can be. G. de Maria 
considers the estimation of the alkali reserve to be useful. The 
vital capacity test also has both supporters*® and critics.’ 
According to Jensen and Norgaard‘ the utility of X-rays depends 
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on whether one believes cardiac enlargement to be of prognostic 
value or not. The electro-cardiograph is universally held to be 
of great value in determining the extent of myocardial damage 
and in differentiating the arrhythmias. Special articles have been 
written on the subject of electro-cardiography for heart disease 
in pregnancy by Herrmann and King,*’ Carr and Palmer,* and 
Jensen and Norgaard’. 


D. Treatment. 

The views expressed in the literature on the treatment of the 
cardiac patient may be divided into those which refer to the 
pregnancy, labour, and to the puerperium. 

During the antenatal period rest is undoubtedly of value, 
and digitalis is advised by all writers for auricular fibrillation. 
Pithon*’ advises against the use of quinine because of its oxy- 
toxic effect. The indications for therapeutic induction of abor- 
tion are dealt with extensively in a long article by Pardee. The 
dangers of local anaesthesia for the induction of abortion are 
shown by Vanverts, Laniez and Palliez’’ and two cases of death 
following induction of abortion by the vaginal route’* and 
hysterectomy” are quoted. 

During labour the problem is how to effect delivery with the 
least possible strain. Caesarean section is favoured as a method 
of delivery by Fitzgerald*® and Robinson,* while Hay and 
Hunt’* do not approve of this method. Bohm** discusses the 
failure of the heart to support the extra burden of obstetric 
shock. The choice of an anaesthetic is a vexed point upon which 
there is very little agreement. 

Some advocate the use of chloroform,”***”** while one 
author regards it as a definite poison in cases of heart disease.** 
Ether is similarly recommended by Pardee" and Stander,”* but 
not by MacLennan,’’ Lewis,** and Carr and Hamilton.’ 
Lewis”* stresses its undesirability in view of the tendency to post- 
anaesthetic bronchitis in patients with heart disease; Carr and 
Hamilton” consider it unsuitable when the foetus is premature. 
The indications for the use of gas and oxygen are also a subject 
of much controversy." ** 7% ** **. °° The use of spinal anaes- 
thesia for Caesarean section is fully discussed, the writers hold- 
ing very varied opinions.******:** Hamilton and Kellogg’ sum 
up the vexed problem by stating that they have tried many 
methods of anaesthesia and do not find any clear indications 
for a special choice, the only essential being that the anaes- 
thetist should be skilful. 
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The importance of pre-operative treatment by rest and 
medical care is emphasized by Price.*” Some writers recom- 
mend that post-partum haemorrhage should be encouraged in 
cases of heart disease to relieve venous congestion,*** but 
Pardee prefers the more controlled method of venesection. 
Kiistner and Schoen* fully discuss the problem of heart disease 
in labour. The importance of the continuation of care during 
the puerperium is emphasized by Munro Kerr.” Bramwell* 
has recently written an article dealing exclusively with the treat- 
ment of heart disease in pregnancy. 


E. Opinions on General Prognosis. 

Regarding foetal prognosis Corwin, Herrick, Valentine and 
Wilson** point out that the prematurity of a large proportion of 
the infants increases stillbirth and the neonatal death-rate. 
Carr and Hamilton,’* on the other hand, deny that the foetal 
prognosis is poor. Fruhinsholz and Michon” record their ex- 
perience that malignant endocarditis is fatal to the child. 

In maternal prognosis the immediate and the remote effects 
of pregnancy upon the mother are considered separately. The 
influence on prognosis of the age of the patient and the duration 
and extent of the valvular damage has been pointed out by 
Lamb.* Scott and Henderson*’ emphasize the variation in prog- 
nosis with the economic, social and temperamental condition of 
the patient—factors which may influence the amount of rest 
which can be secured and the liability to acquire infection.° 
The occurrence of decompensation of the heart is held to be of 
grave significance by Robinson.’ Carr and Hamilton” state 
that its incidence increases with the age of the patient. 

The maternal mortality recorded prior to the practice of 
antenatal care is given as 25 to 50 per cent.** Since 
1922 the death-rate recorded varies from 2.5 to 12. per 
cent,* * 1% 7% 2° 2% °° and all are agreed that the death-rate is 
highest in patients in whose case there has not been any antenatal 
care.*» * * 

The remote prognosis has not been fully studied. Statistics 
show that the age of death in the multiparous is greater than 
in nulliparous women or in men."* Corwin, Herrick, Valentine 
and Wilson,*® Lamb* and Bramwell,”* when surveying the his- 
tory of certain of their cardiac cases, emphasize the need for 
future investigation of the remote effects of pregnancy on the 
course of cardiac disease. 
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SeEcTION II. 


RESULTS OF PRESENT INQUIRY. 


A. Total Cases. 

In the present series of 450 cardiac cases complicated by 
child-bearing 97.4 per cent of the total number of 533 preg- 
nancies were supervized by a cardiologist, and in as many as 
4I.I per cent in-patient treatment was required during preg- 
nancy. Of the few patients (15 in all) who did not attend the 
cardiac clinic during pregnancy 9 were emergency admissions 
and 3 had come from other hospitals. 

The value of adequate antenatal supervision is demonstrated 
by the fact that the maternal mortality was I.9 per cent 
of those who had attended the cardiac clinic and 44.4 per cent 
of those who had not done so. 

Of the 500 viable children born, 9.6 per cent were stillborn 
or died within 10 days. Among the children of patients not 
suffering from heart disease the corresponding figure was 4.2 
per cent. 

There were 242 (45.5 per cent) of first pregnancies in this 
series, and the parity in the remaining 291 cases is shown in the 
foliowing Table : — 


Gravida- Be is. a Gravida VIII 


te EE sss ues ante. oe es 

a Ne giant ys ie cen ay > oa 

‘a A isa shee Ake + ar 
ME kis ave te SO re >.< | 
WEE asc. | aan, eee 8 9 ee 


The average age of the mother at the time of confinement was 
28.8 years; the youngest mother being 13 years, and the eldest 
being 49 years. The following Table gives the percentage 
occurring at various ages:— 


Under 20 years ... ... ... 2.2 percent 
OOee a ae ee 
BORSOingy Se eh tote RY Vy, 
40 yrs.andover ... ... 6.6 


”” 


In 1.7 per cent of the pregnancies miscarriage occurred, and in 
II.I per cent the spontaneous onset of labour was premature. 

The average weight of the infants was 6 pounds 13 ounces, 
The average weight of those considered to be born at term was 
7 pounds I} ounces, and of those premature 4 pounds 12} 
ounces. 
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The following Table gives the aetiological factors found in 
the various types of cardiac disease :— 


A. Chronic valvular disease (a) Reumatism and chorea a. Se 
(6) Other infections ... ... ... 89g 


B. Congenital disease Sek ee, ater ae 17 

C. Toxic and infective disease (a) Toxic goitre Sie cow cae 

(b) Infective disease... ... ... 76 

In the following sections and Tables ‘‘decompensation’’ 

refers to those patients who developed some or all the signs of 

congestive failure during pregnancy, labour, or the puerperium. 

The whole series of 533 pregnancies is reviewed in the 
following tables: — 


TABLE I. 


Analysis of the 533 pregnancies using the American Heart Association's 
classifications showing incidence of Complications and Mortality. 


| Unclassified 

Class I | Class ITA | Class IIB | Class III | emergencies 
No.of Per |No.of Per |No.of Per |No.of Per |No.of Per 
cases cent | cases cent | cases cent | cases cent | cases cent 








184 34.0) 210 40.0 | 110 20.0; 20 3.8 9 1.6 
Decompensation during | 
pregnancy and labour eee | 20 9.5) 80 72.7) 20 100.0) 5 55.! 


Induction of abortion... es pcos | 0.9 | 14 12.7) 13 65.0 


Caesarean section ... | ... .. | 4 19.0) 12 10.9) 2 10.0 





| | 
Death of mother... ... ok at I G8) .@ Se 5 25.0) 4 44.4 


THE AMERICAN HEART ASSOCIATION’S FUNCTIONAL CLASSIFICATION. 

Class I. Patients with organic heart disease able to carry on ordinary 
physical activity without discomfort. These patients do not show any signs 
of congestive heart failure or of active disease. 

Class II. Patients with organic heart disease unable to carry on ordinary 
physical activity without discomfort. (a) Activity slightly limited. These 
patients rarely show signs of congestive failure or active infection. 
(B) Activity greatly limited. These patients generally show one or more 
signs of congestive failure, the anginal syndrome, or active heart infection. 

Class III. Patients with organic heart disease with symptoms or signs 
of heart failure when at rest. These patients show marked physical signs 
of congestive failure, the anginal syndrome, or active infection. 


As patients may be found to belong to different classes at 
different times, the classification has been made at the time 
when the patient was first seen. 


665 





LISIp UO IMOqEU [VULION 
AqLingRuialg 
8 9°8 “+s qRap [RIeOg 
| gg ' ot -* Jayjow jo yyBeg 
| 86 9°F ** 1O1}10q® Jo UOTZONpUT 
boas O'F Hee U01JIIS URATBSIBD 
a | 6% aL “+  goryeredo sdeoi0 4 
af, Mego es) ae Oe mel ger Jee nee tee oe EU 
$°¢ et i aa stshydoulee yy 
| 3°92 8.2 Ges a ieee ae mee | pag vo ggqoqsds-eagxg 
| nee ees see | ane ate eee eee cee E ‘aus es er eee eee “* Jaqqny rejnony 
| 6% at = or a ee | 9'T ahs ae “+ yoolq youviqg eypung 
g's te | Pal saa Possess Pons nee font nee pss nee Lovee neh Tae nee net gr901g aOR 
| 9°02 te es ce Pe £'8 vr osee oes arp reo fyoe J, 
9°02 | | | 6°69 | 38% | 18% | s+ + qigey pessepug 
| OLT | pape, | L's ZF | $'¢% anoq®] 10 Loweusaid 
| | | | | Sutnp uormesuedw0v0q 
6% °6 | - ees ree oe coe ees O'OL | 29% «OL oP | e'91 +s INOGB] [BULION 
9°L9 ZF9 FPP | € ‘aos he Pt Tobe 0°9¢ “  -* noqey [euI0U 
pue Aouvusaid [wuUION 
88 € | 8% I itt-2 | Om s | os Site ¢| ~ + jou & AoueuSeid [wuLion 
9 8=—b8 | OL SG 1) LI 6| ST 8 | GT OT) HIT I19| ST L£ |9°S9 Gr Sureeq -pltyo 
quso sasevo| yu90 sesvo| 4U90 sas¥o) quad sasvo 4U90 s¥s¥o 4U9D sesBa| 4Ued sesed| yuao soseo, JUD sosBo | YjIM UOIxauu0d 
18d JO*ON| 49d JO’ON) 19d JO'ON J9q JOON! 49g JOON! J9q JOON! 40q JOON, 39g JO'ON! 19d JO‘ON) ul suorlqeordurog 





! 
| 
| 
| 
| 








sSnooUuey SIZIpIvo | SISODIXOJ | SNOLIBA | SISOUN4s | SISOUNJS | xXnNper xnpel xnpot 
-[208TJq -oATW -OIAYT, | Aveuout pue o1ytoe =| olqaoy pue | 
“(ng xnyer | pues sIsouajs | 
J o14.108 | sIsoue4s [B14 
[eyluesuog pue 1@191 

| SIsOud4s | 

| IST | 
‘asvasip yanay fo sagd} snotava ur suorn9ygdmos InIpsv9d 
pup 9143a38Q0 fo saguapi9ur Furmoys sarauvusaacd EES ayy. fo sishoup 


‘II aTav iL 


3 
ke 
e) 
S) 
fy 
a 
a 
= 
Oo 
zi 
n 
) 
— 
w 
(x) 
a 
n 
aa 
o) 
ea) 
@) 
4 
<a 
Z 
% 
= 
e) 
jo, 




















ot| oe is ee ELE oi Won sakes “so Upap [8190 
t | ese eos eae vee | wee eee eee tee . eee wuted 
-rond Sung 





Jeqjou 
Montin | yo 
| | -qred Suung [ yyveq 
oe | | see eee eee oe see eee eee eee eee eee tee eee | potsod jeyeu 
| -aqgue Surng 
9°I oF | ore be ae eee Saxe aes ves lois Cu | uoTyoas UvaIESER_ 


L‘¥l e'eI i aes ose 0'Sz bee | ToT ane uo1eiado sdaoi0,q 


6 °F L’9 IL | 2 tl “ - | O'S] GG *HOIZ10g® JO UOTZONpU] 
8°6 PIT 8'OI a ea i a oo hae €°ge ae INogeB] dIN{RUAIg 
ee s'I € | 9°¢ vee coe | see ee eee ooo | see e's U0I4.10q%B snoouequodg 
6°23 Ger IL) OIG o'O0T T | | It! 2b Inoqe] 10 Aouruseid 

Sutnp uoryesued 008g 
86 SI 08 | 98 0001 T | z gee “ MOGR] [BUUION 
0°6¢ LL? SL 0'0¢ eee eee | 9'9I 0'0¢ I 9°91 | eee eee Inoq?r| jeuiou 


| | pue Aouvaseid jeu0N 
Lvl L'9 Il | 801 eee “lgor | 0S I | See “| aan p | ct Aouvuseid peus0oy 


we A Fee. . « oe ° 

PIL 19/ S1€ S91 | og 20 a Se 9 | 80 ¥ | 33d GI FE 8ST 
quao sasvo| qua seseo | JU9D0 SOS¥d | yued saseo| quad sSasvo| judd sesed| JUGD sasBo| quad sas¥d 
Jaq JO'ON| 410g JOON) 109d JOON) 9g JO ‘ON! J@q JO'ON) J9q JO'ON| J0q JO'ON) 19g JO'ON 


pit allaticaianh nose staan a ae <a es | Re Say ees eres 
BIPIBa qavoy = sajoysAs | 10949ny yooiq | =yaojq | u0n stsAqd 


-Ayoey, | posiejuq | eayxq [aemouny| youriq | qavayy | -Blqy | -owoey 
| e[pung | | Te[NoNy | 











“FUIADAG-PILYI OF UO17ZVI94 
ut asvasip qavay fo suoipvaydmog quadaf{ip fo siskjoup 


‘TI Fav 


o 
% 
<q 
isa) 
q 
I 
em) 
fH 
ao 
ie) 
Y 
ea) 
n 
<j 
ea) 
n 
— 
3 
Z 
eo) 
P| 
O 
G 
< 
A 
oO 
=) 
% 
om 
fy 
eo) 
WY 
i 
OQ 
aa) 
= 
oa 
ea) 





Percentage of patients showing decompensation 
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B. Cases of Multiple Pregnancies. 

Of the 450 patients in the series under consideration 63 
patients had more than one delivery while under cardiological 
and obstetrical care at the hospital. 


TABLE IV. 
Incidence of decompensation in multiple pregnancies. 
No. decompensated 
50 Cases of 2 observed pregnancies ss. eee ©1Q (38 per cent) 
27 Primigravidae when first seen 52° (44 - > 
23 Multiparae = fe i ao 
g Cases of 3 observed pregnancies ee ee =e 
2 Primigravidae when first seen... I (50 
7 Multiparae ss pons oe ae. « ST 
4 Cases of 4 observed pregnancies (all mul- 
tiparous when first seen) ... ... 3 (75 ) 


The progression of the cardiac disease is shown by the in- 
creasing frequency of the occurrence of decompensation during 
each pregnancy under supervision. The deduction that multiple 
pregnancies impose a burden on the heart is not valid, however, 
until the question of the age of the patient has also been studied. 
In the following graph the percentage number of decompensated 


Graph showing percentage of decompensated cases at various ages. 
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cases among patients of various ages who were primigravidae is 
plotted separately from the percentage among multiparae at the 
same ages. 

It will be seen that in this series decompensation in connexion 
with child-bearing occurs in a larger proportion of multiparae 
at any given age over 20 years than of primigravidae at the same 
age. 
This seems to indicate that multiparity exerts a harmful 
effect on the already damaged heart. Among patients of the 
hospital class, however, the economic factor must be taken into 
consideration, and it is difficult to separate the harmful effects 
of the child-bearing from those due to the extra burdens of an 
increasing family, which entails more work and worry and less 
food for the mother. In addition, the mother has frequently to 
return to a normal existence before she should. 


C. Types of Disease and Discussion of Complications. 


Mitral disease. Patients suffering from mitral stenosis com- 
prise the largest group in the series, namely 349 (65.4 per 
cent). In 63.4 per cent of these cases a previous history of rheu- 
matism was given. This is a lower percentage than in Lamb’s* 
series, in which go per cent of his patients had had some form 
of rheumatism followed in most cases by mitral stenosis. The 
many aspects of this lesion have been so fully discussed by 
others that we do not propose to enlarge upon them here, ex- 
cept to emphasize the importance of estimating the cardiac 
reserve. 

Aortic disease presents a more interesting problem as this 
series of cases is of sufficient size to make the statistics valu- 
able. 

The combined lesion of mitral stenosis and aortic reflux pro- 
duced the highest percentage of decompensated cases and of 
inductions required. Out of the 78 patients suffering from aortic 
reflux 20 complained of fainting attacks, and it is of value to 
note that in 14 of these (70 per cent) the heart became decom- 
pensated, whereas out of the remaining 58 patients 13 (22 per 
cent) the heart became decompensated. The occurrence of syn- 
cope in such cases, therefore, should serve as a valuable guide in 
forming a prognosis. 

We find, unlike MacKenzie, that aortic stenosis is not so rare 
in young people as to be discounted as a type of disease in preg- 
nancy. In all cases the antecedent disease was - rheumatism, 
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It is of interest that only 2 out of the ro patients with this 
advanced rheumatic condition had no serious difficulty through- 
out pregnancy, but 7 out of ro passed through labour without 
difficulty, 2 only requiring the application of the forceps. Two 
patients required surgical induction of premature labour, and in 
one therapeutic induction of abortion was performed. 


Congenital heart disease. It was found impossible to come 
to any conclusion regarding congenital heart disease. In our 
series the prognosis regarding stenosis would appear to be ex- 
cellent, but others have not found this so, and the divergence 
is perhaps due to the difficulty of making an accurate diagnosis. 
Each patient should be judged on the merits of her functional 
capacity. On the whole we are. inclined to agree with Breed and 
White** that pregnancy and labour to a patient who has reached 
child-bearing age without signs of incapacity of normal activity 
will present no increased risk. 


Thyrotoxycosis. Over-activity of the thyroid beyond that 
normal to pregnancy occurred in 2.5 per cent of the patients. 
The degree of toxicity in each case was mild. Very little obstetri- 
cal or cardiac disturbance was experienced by the group. Only 
in I of the 13 patients did decompensation of the heart occur, 
although there was some cardiac enlargement in 5 of them. 
None of the patients had auricular fibrillation. In 12 of the 
confinements delivery was spontaneous and the pregnancy and 
labour free of complication. These findings are in accordance 
with the known favourable prognosis of thyrotoxicosis compli- 
cating pregnancy, and are explained by the fact that in severe 
cases of primary thyrotoxicosis pregnancy does not usually 
occur. After delivery the thyrotoxicosis became less pronounced 
in all our cases. 


Myocarditis. In 42 of the patients myocarditis was diagnosed 
on the changes seen in the electrocardiograph, but the severity 
of the condition varied greatly. A study of the history of these 
patients showed that the two most common antecedent infections 
were recent influenza and oral sepsis. In 64.2 per cent disability 
was not experienced in pregnancy and labour. Decompensation 
developed in 9.5 per cent of the cases. Auricular fibrillation was 
present in 2 of the patients. The mortality in this group 
was high, 4.8 per cent of the mothers dying and 14.3 per cent 
of the infants. This demonstrates the expected risk of adding 
the burden of pregnancy to an already damaged heart. 
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COMPLICATIONS. 

Auricular fibrillation does not occur very commonly. Twelve 
cases were observed in this series (2.2 per cent), 8 of these 
occurred early in pregnancy, 2 late in pregnancy, and 2 in the 
puerperium. Auricular fibrillation is a severe complication, but 
in this series it does not occur with such frequency as is recorded 
by other observers. If the case is seen early enough induction 
of abortion is advised. The apparently late onset of this condition 
might suggest that time played an important part in its produc- 
tion; but the lateness is only apparent. In a series of 14 cases of 
auricular fibrillation in nulliparae seen in the cardiac clinic during 
4 years the average age was 57 years, and in a series of 17 males 
it was 55 years. Therefore the onset in the pregnant women of 
our series was not late but early. It is impossible to make exact 
deductions from these figures because they do not, taken to- 
gether, cover all cases of auricular fibrillation, there not being 
any figures relating to the number of parous women who develop 
fibrillation after the age of child-bearing. It seems extremely 
probable, however, that pregnancy is largely responsible for 
reducing the average age of onset in our series. In one patient 
who had had 4 pregnancies in five years and became decompen- 
sated with each, the fibrillation developed at the early age of 
24 years. Multiple pregnancies with short spacing seem, there- 
fore, to exert a harmful influence. 

Auricular flutter is very rarely seen in pregnancy. The one 
patient in this series was 43 years of age, in her eighth pregnancy, 
and without any sign of valvular lesion. She had some conges- 
tive failure during pregnancy, a normal delivery, but was not 
at all well during the puerperium. 

Heart block. The 4 cases of complete heart block in our 
series were provided by 2 patients with 2 pregnancies each. The 
first case was one of congenital lesion, probably a septal defect. 
She had only a moderately good pregnancy and an instrumental 
delivery owing to collapse and arrhythmia at the beginning of 
the second stage. She came back the following year again preg- 
nant, but it was thought advisable to terminate the pregnancy 
as the interval was so short. A year later she returned and was 
advised to come into hospital for delivery. This she refused to 
do and so went elsewhere. 

The other patient came to us during the fourth pregnancy. 
There was no history of previous disability and all her previous 
pregnancies had been normal. Her only symptom was oc- 
casional syncope. She had an uneventful pregnancy and labour 
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on two occasions, there being an interval of 4 years. The second 
pregnancy was with twins and she had a Stokes-Adams attack 
2 hours after delivery from which she rapidly recovered. 

Complete heart block has been given a poor prognosis by 
many writers. In this they are possibly quite correct, since 
such patients have a lack of reserve which may be a serious 
disability during parturition. We have been singularly for- 
tunate, therefore, in our two patients. 


The cases of bundle branch block, on the other hand, have 
presented a much more serious problem as this condition usually 
indicates extensive myocardial damage. Out of the 8 patients 
only one had a normal pregnancy and labour. This was a case 
of mild thyrotoxicosis with slight bundle damage. In 5 the 
heart was decompensated early in pregnancy, in 4 the pregnancy 
was terminated, the patients being unsuitable for labour, and 1 
patient underwent Caesarean section and sterilization. 

The myocardial damage indicated by the presence of a bundle 
branch lesion does not tolerate the strain of pregnancy well, 
and merits a poor prognosis. 


Haemoptysis is a question of some importance as it may 
serve aS a guide to prognosis. Seventeen of the patients with 
this condition suffered from mitral stenosis, and one from auri- 
cular fibrillation and bundle branch lesion. 

Thirteen out of the 18 showed other signs of congestive 
failure; in one pregnancy was terminated as the severity of the 
haemoptysis was sufficient to threaten life, and there was one 
death following delivery, from congestive failure. 

The presence of haemoptysis as a complication of heart 
disease must be regarded as of grave significance as it is a sign 


of congestive failure, and usually indicates a congestion of long 
standing. 


Extra-systole was demonstrated in 28 cases of the series. In 
16 it occurred with mitral disease, and in the rest it was of 
miscellaneous origin, sometimes being the only symptom, and 
persisting after delivery. None of the latter were decompensated. 
In 11 out of the 16 patients with mitral disease, however, the 
heart was decompensated and in 4 it was necessary to terminate 
pregnancy. This suggests that, by themselves, extra-systoles are 
of no significance, but that when associated with mitral disease 
they indicate a degree of myocardial damage sufficient to merit 
careful attention, especially when auricular in origin. This view 
is to some extent confirmed by the case of a patient with mitral 
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stenosis who, after having multiple auricular extra-systoles 
during three pregnancies, was the subject of auricular fibrillation 
during the fourth. 


Enlarged heart. It is very difficult indeed to make any hard 
and fast rule regarding the prognosis of the patients with en- 
larged heart, for it is usual to get some enlargement of the heart 
with mitral reflux and aortic reflux and, therefore, the condition 
is not always significant:) nor is it easy to distinguish with cer- 
tainty between the significant cases and those not significant. 
In our series the incidence of decompensation and death among 
patients with enlarged heart was high. On dividing these 
patients into three gronps according to the primary complaint 
of which the enlarged hearts appeared as a complication, we 
find the incidence of decompensation to be: 41.5 per cent in 
mitral stenosis and reflux, 50 per cent in aortic reflux, 16 per 
cent in miscellaneous heart disease, when complicated by en- 
largement of the heart. 

Of the third group, those with an adherent pericardium were 
most affected by this complication. 


D. Causes of Death. 

In order to obtain useful statistics one must make a distinc- 
tion between those patients who did not attend any cardiac 
clinic (i.e., those admitted as emergencies) and those who 
did attend, either at this hospital or elsewhere. Since the 4 
deaths among the emergency cases are equivalent to 44 per 
cent, it is obvious that they were admitted in a very grave con- 
dition. Nothing useful can be deduced from them; and so 
further discussion of them is not necessary. 

Moreover, of the 10 deaths which occurred among the 
patients who attended the cardiac clinic, a certain number 
(although in Table II they are necessarily listed under cardiac 
diseases) had other associated causes, which may have been the 
true determinants of the issue. 

The circumstances of each death are given below, and the 
deaths are grouped according to their position in Table II. 


Listed under mitral stenosis and reflux. (1) and (2) These 
patients were advised to have the pregnancy terminated, which 
they refused. They were admitted at 16 weeks and 26 weeks 
respectively, with acute cardiac failure, and died within 2 hours. 

(3) This patient was admitted at 38 weeks with severe 
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toxaemia. She died immediately after delivery from oedema of 
the lungs, following an eclamptic fit. 


(4) This patient died of a pulmonary embolus on the eighth 
day of the puerperium after an uneventful pregnancy and 
labour. 


(5) In this patient a surgical induction of labour was per- 
formed, after which she showed immediate distress. Caesarean 
section was performed and she died of acute oedema of the lungs 
9 hours after delivery. 


(6) This patient had auricular fibrillation after 32 weeks. 
During labour she had a profuse haemorrhage from a marginal 
placenta praevia and after delivery developed an infarct of the 
lung, an embolus in the left anterior tibial artery, and a right 
hemiplegia. She died 8 weeks after delivery. 


(7) This patient suffered from oedema of the lungs and 
bronchitis during pregnancy. She was delivered by Caesarean 
section and sterilized, after which she developed signs of 
malignant endocarditis and died 4 months after delivery. The 
baby developed pemphigus. 


(8) This patient was treated in the hospital for acute pul- 
monary oedema and recurrent haemoptysis during pregnancy. 
She was delivered of a 36-weeks’ macerated foetus and died of 
acute heart failure 4 weeks later. 


(9) This patient had recurrent attacks of heart failure with 
haemoptysis during pregnancy. She became rapidly weaker 
after an instrumental delivery and died on the tenth day. 


(10) This patient was found to have fibrosis of the lungs at 
24 weeks when first seen. She improved temporarily with rest, 
and died undelivered at 28 weeks, of broncho-pneumonia. 


Listed under mitral stenosis and aortic reflux. (1) Emergency 
admission. 


Listed under myocarditis. (1) Emergency admission. 


Listed under miscellaneous. (1) and (2) Emergency admis- 
sions with no antecedent cardiac lesion detected. 


E. The Follow-up of Cases. 

During the spring of 1936 letters were sent to 426 patients 
of this series. This excludes from the total of 450 the patients 
who had died during the period covered by the original case 
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sheet, the private patients and the single women. On request 
95 patients came to be seen again, and 3 were reported to have 
died since their last admission, making a total of 98 cases. 

The time which had elapsed from their previous admission 
varied from 1 year to II years, the average being 5.2 years, 
52 per cent being more than 5 years. 

As the follow-up is not complete it is impossible to assert 
that definite conclusions can be drawn from it. The following 
Table suggests very strongly, however, that the cases re- 
examined are representative of the whole. 


TABLE V. 
Percentage incidence of different types and classes. 


Per cent Per cent in 

in series ‘‘follow-up’’ 
Mitral stenosis and reflux ... ... 2. 1. 1. 65.4 59.1 
Mitral stenosis and aortic reflux... ... ... ... II.4 II.2 
Aortic reflux poor dew ldaee’ “ale, aed «Soar gupta. Tea 1.0 
Mitral stenosis, aortic reflux and aortic stenosis ' 1.9 4.1 

Congenital : 

POMHOMMEY SECTIOBIS © 6550 ols 208 ssa Tees) See ES 1.0 
I Se ees Sos, Goes teen, wl, eal aaa Jada, “Mom 2.0 
De en i ee ere ee f, 1.0 
NRUUNNGNERE ac sla, eer Sau eset ade! “Sim vests tee 10.2 
WCORMGONS sc. -iécy aR: see", Gee! Sen. goss ne ORM 6.1 
MENSA esa. asx 0S... at. Seda Ehay Wai Rete g 0a 31.6 
TREE oe, crac rae eon cous uae “cae Gores ee 43-8 
MAUI ETE coho on tag Sea Sado see rete pe, sg 15-3 
Class III Ree Ae eh cus Bestn Naseer pee Ae 6.1 
Avricular ibwilation® 2.00... 068 sks > ce ee Fae 3.0 


The problem which has seemed to concern most authors so 
far is whether pregnancy causes death or, remotely, hastens 
the date of death. The more important problem, we feel, is 
whether pregnancy causes any permanent lowering of the cardiac 
reserve. 

Reviewing the fact that 37 per cent of our follow-up 
patients were worse than before their pregnancies, it seems 
probable that some injury is caused by pregnancy to the 
damaged heart. We must now consider what factors influence 
this permanent crippling. 
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EFFECTS OF PREGNANCY ON DISEASES OF THE HEART 


From the graph we see that those cases in which compensa- 
tion was least, and the cases of auricular fibrillation, show the 
highest percentage of diminished working capacity. This means 
that if pregnancy exerts an immediate deleterious influence 


Graph showing relation of previous condition to present 
working capacity. (97 patients.) 


3 
] 


working capacity 


| | ] | or. 
Class I Class ILA Class 1IB Class III Auricular 
fibrillation 
Condition of patient at previous admission (American Heart 
Association’s classification). 


Percentage of patients showing diminished 


upon a case of heart disease then the remote effect is also likely 
to be harmful, because each attack of congestive failure marks a 
progression of the disease; but that if the compensation is good 
during pregnancy permanent ill-effects are less likely. 


Section III. 
DISCUSSION OF THE RESULTS OF THE PRESENT ENQUIRY. 


Other writers on the effect of pregnancy upon the course of 
cardiac disease have used the age of death as the basis for their 
conclusions. We have endeavoured instead to estimate the 
degree of the disability which results from these two conditions. 

The first point of interest arises in connexion with those 
patients who were followed through several pregnancies. The 
percentage of cases of decompensation of the heart increased 
steadily with the increase in the numbers of the pregnancies. 
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From this fact alone it could not safely be concluded that 
pregnancy had any harmful effect, since the increase in decom- 
pensation might be due to the increase in age alone. To eluci- 
date this question we have constructed a graph showing the 
percentage of decompensated cases in multiparae and primiparae 
of the same ages. 

At every age the percentage of decompensation was higher 
in multiparae than in primiparae. This suggests that preg- 
nancy exerts a harmful effect on the patient with heart disease. 
The spacing of the pregnancies appears to be also important. 

We regard auricular fibrillation as a sign of an advanced 
stage of the heart disease rather than a complication which may 
occur at any time in its progression. This view is to some extent 
confirmed by the fact that the average age, 35 years, of the 
patients who had auricular fibrillation stands rather high in our 
series, in which the average age of the patients was 28.8 years. 
We have also determined the average age of incidence of auri- 
cular fibrillation in a series of nulliparae and of men, and find 
it to be higher still, 57 and 55 years respectively. This suggests 
again that pregnancy tends to hasten the progression of heart 
disease. 

In our follow-up of cases we have reviewed a series of 
patients whose pregnancies occurred from I to II years previ- 
ously. The types of case appear to be representative of the 
original series, but, as they constitute only 22 per cent of the 
series, we must be very careful not to draw too definite con- 
clusions from the results. The only conclusion that we feel 
justified in making is that if pregnancy itself causes congestive 
failure in a patient with heart disease, then the cardiac reserve 
is also likely to be permanently diminished but that if the heart 
of the patient shows a good compensation during pregnancy 
permanent ill-effects are less likely. But we are still left with 
the probability that compensation in patients who are seriously 
affected by pregnancy would probably fail soon in any case. In 
considering the prognosis of a patient with heart disease, 'there- 
fore, it is necessary to consider not only the immediate effects 
but also this remote crippling. In advising the patient the 
following additional considerations must be reviewed—the 
number of pregnancies, the social and financial state of 
the patient, the spacing of the pregnancies, and the degree of 
compensation shown during any previous pregnancies. Thus 
the permanent effect depends on the severity of the lesion and 
the adequacy of antenatal and post-natal care. 

678 





EFFECTS OF PREGNANCY ON DISEASES OF THE HEART 


SEcTION IV. 
CARE OF THE CARDIAC PATIENT DURING CHILD-BEARING : 


PROCEDURE IN THE CARDIAC AND OBSTETRICAL DEPARTMENTS. 


Examination in the Cardiac Clinic 

This is an invaluable part in the antenatal clinic. Everyone 
is agreed that the advice of a cardiologist is required in cases of 
heart disease in pregnancy. The patient attends the heart clinic 
as well as the antenatal clinic and can be seen by the cardiolo- 
gist after admission to the wards. Patients who are judged 
unsuitable to proceed to term are then dealt with by the 
obstetrician on the advice of the cardiologist. It is important 
that the obstetrician should send all potential cases of heart 
disease to the cardiologist. If this is done, in addition to true 
cardiac cases, patients will be sent in whom will be found gesta- 
tory murmurs which simulate valvular disease, the dyspnoea 
which is air-hunger and due to lowering of the bicarbonate 
reserve, oedema due to toxaemia of pregnancy and cardiac pain 
due to digestive disturbances. 

Every patient who attends the cardiac clinic with symptoms 
of heart disease has an electrocardiograph tracing as a routine 
measure. This enables us to discover those cases of bundle 
branch block and myocardial weakness which we have shown 
to have such a poor prognosis. It also enables the state of the 
ventricular muscle as shown by the T-wave to be estimated 
in cases of mitral stenosis. Differentiation of the types of 
arrhythmia is made possible. X-ray examinations are made in 
all cases in which it is important to know the exact size of the 
heart. Any patient in whom signs of strain or decompensation 
of the heart are demonstrated can then be admitted and rested 
for several weeks. All interference is delayed until the maximum 
effective result has been obtained. In addition, many patients 
are admitted as a routine for 2 to 4 weeks’ absolute rest before 
delivery, as this is the time at which the strain of pregnancy 
mostly makes itself felt. It has also the additional advantage 
that it relieves the patient of her home worries, giving her 
mental as well as physical rest. 

Induction of abortion. The decision to terminate a preg- 
nancy is always made in a consultation between the obstetrician 
and the cardiologist. In primiparae who show signs of failure 
at the beginning of a pregnancy the effect of rest in hospital and 
medicinal treatment is first tried, and induction is advised only 
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if these are of no avail. In multiparae, induction is advised in 
the early months if previous confinements have involved definite 
congestive failure, and particularly if the last confinement is of 
recent date. In accordance with this principle induction was 
carried out upon several patients in this series who had had 
failure in a pregnancy and delivery of recent date, although 
they did not show any sign of heart failure at the actual time 
of induction. These patients were allowed to continue in a 
pregnancy after a suitable interval, as this spacing of the preg- 
nancies has been shown to be a most valuable part of the 
treatment of patients with heart disease. Up to the third 
month of pregnancy the induction of abortion is usually per- 
formed by the vaginal route using intro-uterine glycerine and 
laminaria tents which give slow evacuation and least shock. In 
later months hysterotomy is to be preferred, and it is necessary 
in the early months if sterilization is to be performed surgically 
at the same time. Sterilization by X-rays after vaginal in- 
duction in a patient unable to undergo the operation of 
hysterotomy has been tried with success. These operations have 
their risks from shock, haemorrhage and sepsis, but there has 
not been any death following induction of abortion in this series. 

Management of labour. The first stage should not be hurried 
and ample doses of sedatives must be prescribed, only chloral 
being avoided. The second stage must be as short as possible 
and with the minimal amount of shock and cardiac stimulants. 
Oxygen for cyanosis and venesection for acute pulmonary 
oedema may be required. The problem of anaesthetics is dealt 
with in a special paragraph. 

Delivery with the forceps is used to shorten the second stage, 
although, happily, it is not often required, as this stage is usually 
short and delivery easy in mitral disease. When the forceps is 
used there may be surgical shock which the cardiac patient does 
not tolerate well. In our series 4 of the deaths followed delivery 
with the forceps, but all these patients were very ill before the 
forceps was applied, and 2 of these were emergency admissions 
in which labour had progressed too far for Caesarean section 
to be considered. Caesarean section is of undoubted value in 
certain cases of heart disease. It provides a rapid and certain 
method of delivery which, we believe, causes less prolonged 
strain than normal labour. The types of patients chosen for 
operation are those with a greatly diminished cardiac reserve, 
those in whom sterilization is indicated and those in whom the 
obstetrical conditions suggest that a long and difficult labour 
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will ensue, i.e. breech presentation, contracted pelvis, or rigid 
cervix. 

Anaesthesia. The question of the administration of anaes- 
thetics to patients with heart disease requires consideration of 
the type of disease present, the procedure for which the anaes- 
thetic is required, and the experience of the anaesthetist. In 
the first place, well-compensated cases of mitral disease can be 
considered as normal cases for anaesthesia. All other heart 
conditions must be considered individually. In this connexion 
it is important to consider the advantages and disadvantages 
of the different anaesthetics used. 

Gas and oxygen anaesthesia in normal deliveries is safe and 
suitable for all types of heart disease if administered by the 
expert anaesthetist, but it is totally unsuitable in the hands of 
the inexperienced. Patients with congestive failure, marked 
cyanosis, or dyspnoea at rest should not be given gas and 
oxygen, even by the expert. The dangers are asphyxia and 
anoxaemia. In patients suffering from pulmonary oedema 
chloroform can be given with the gas and oxygen. In Caesarean 
section gas and oxygen may be suitable with adequate premedi- 
cation or the addition of ether or chloroform. 

Ether is rarely necessary in normal deliveries. It is used 
mainly as a rectal infusion using Gwathmey’s formula. This is 
tolerated very well by heart-cases and is useful when the first 
stage is prolonged. In instrumental delivery ether is a valuable 
anaesthetic and probably causes least risk. It must be used 
with care in the presence of bronchitis, adequate premedication 
with atropine being essential. Ether must never be given in 
cases of pulmonary oedema, or if the baby is premature. In 
Caesarean section ether is sometimes used for cases of aortic 
disease, and it is the safest anaesthetic, with adequate premedica- 
tion with atropine, for the inexperienced anaesthetist. 

Chloroform in normal deliveries is useful for patients suffer- 
ing from chest complications; in small quantities it does not 
harm any cardiac case. In instrumental deliveries chloroform 
is usually inadvisable if it has been administered freely for some 
time previously, because the total amount given becomes con- 
siderable and dangerous. In Caesarean section it can be used 
till the baby is delivered and is often given with gas and oxygen. 
Chloroform is not suitable for patients suffering from aortic 
reflux, myocardial degeneration or thyrotoxicosis. The toxic 
effects of chloroform on the heart arise if the anaesthesia is too 
deep or too prolonged. 
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Spinal anaesthesia is used only in Caesarean section: percain 
I:1500 or 1:2000 followed by ephedrine, being the method fol- 
lowed in the hospital in connexion with its use in heart-cases. 
The following factors must be discussed: 

(1) The blood-pressure. If the systolic blood-pressure is 
below 110 the case is not suitable. Some patients with high 
blood-pressure may not be suitable as the fall in pressure 
is often considerable and likely to cause syncope. In addition, 
the relation of the systolic to the diastolic pressure must be 
noted. A normal systolic pressure is not sufficient to justify the 
use of a spinal anaesthetic. A low diastolic pressure is the most 
important contra-indication. This indicates the unsuitability of 
the cases with aortic reflux when the pulse pressure is very high, 
but the systolic pressure may be within normal limits. 

(2) Can the patient lie flat? Post-operative treatment in- 
volves at least 36 hours without pillows, which excludes patients 
suffering from orthopnoea and those from mitral disease with 
chest complications. Patients with slight failure of compensa- 
tion are suitable cases for spinal anaesthesia as a general anaes- 
thetic is contra-indicated. It is necessary, therefore, to over- 
come the great danger involved in the too rapid fall of blood- 
pressure which occurs in the presence of a poor cardiac muscle. 
Adequate premedication’ will, we find, cause a more gradual 
fall, morphia gr. ¢ to }, and scopolamine 1/150 to 1/100 gr. 
given half an hour to an hour before operation. 

Evipan has not been used in the Unit for normal or instru- 
mental deliveries but was used with success on a patient suffer- 
ing from auricular fibrillation whose apprehensive state of mind 
prevented her from being taken to the theatre without pre- 
cipitating an attack of extreme tachycardia. It is probable, 
however, that there is a considerable opening for the use of the 
barbiturates in heart cases. 

Management of the puerperium. This should be conducted 
with the greatest care, especially during the 12 hours following 
delivery. Shock from lowering intra-abdominal pressure, peri- 
neal tears and excessive haemorrhages are serious in the patient 
with heart disease. Patients with mitral stenosis should be 
propped up as soon as possible, and measures taken to combat 
bronchitis and pulmonary oedema. Patients with aortic reflux 
or myocardial disease should be kept lying flat with the lower 
end of the bed raised for 24 to 48 hours, and a tight abdominal 
binder applied immediately after delivery to prevent syncope. 

Attendance at the post-natal clinic. All patients are seen 
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again in the cardiac clinic about 6 weeks after delivery, and 
are recommended to attend regularly if their condition is not 
entirely satisfactory. Lactation is encouraged in most cases as 
the burden is usually not so severe as the trouble and expense 
involved in artificial feeding. 


SUMMARY OF CONCLUSIONS. 


(1) A study of 63 patients during 83 pregnancies over a 
period of II years suggests that pregnancy and its accompany- 
ing problems impose a burden upon the damaged heart which 
leads to permanent crippling. On the other hand it is likely 
that the damaged heart would deteriorate during 11 years even 
in the absence of child-bearing, but it has been found impossible 
to obtain nulliparous control cases. The damage is increased 
when the pregnancies become multiple. Too frequent preg- 
nancies put more strain on the heart than those more widely 
spaced. 

(2) Syncope is a symptom which indicates a guarded prog- 
nosis in cases of aortic reflux. 

(3) Patients suffering from aortic stenosis do not tolerate 
pregnancy well. 

(4) Auricular fibrillation is rare and does not occur at an 
early age, but nevertheless it occurs at an earlier age in parous 
than in nulliparous women. The prognosis is poor in all cases. 

(5) Complete heart block may not be a contra-indication to 
pregnancy. Cases of bundle branch block have a poor prognosis. 

(6) Haemoptysis is always a sign of congestive failure. 

(7) Extra-systoles indicate an increased irritability of the 
affected part, but are common in normal pregnancy. In cases of 
mitral stenosis auricular extra-systoles may be precursors of 
auricular fibrillation. 

(8) A follow-up of 22 per cent of the patients showed 
37 per cent worse than before their pregnancies. 

(9) The patients in whom the heart was decompensated 
during pregnancy showed the greatest degree of permanent 
crippling afterwards. 

(x0) Antenatal rest for therapeutic and routine purposes is 
of great value. 

(xz) The question of anaesthesia requires consideration of the 
type of heart disease, the procedure for which the anaesthetic 
is required, and the experience of the anaesthetist. 
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APPENDIX 


The following is a copy of the case-sheet used in this follow-up 
clinic : 


History since last admission 
Further pregnancies 

Attacks of Heart Failure 

Other Illnesses 

Work Capacity 

Appearance and Exercise Tolerance 

Physical Examination 


Investigations (Electrocardiograph, 
Blood-count, X-ray, etc.) 
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EXTRA-UTERINE pregnancy is not an uncommon condition, but 
the number of cases which reach an advanced stage is small. 
Ryshkov’ found at Leningrad, from 1894 to I914, 1,000 cases - 
of extra-uterine pregnancy of which only 5, or 0.5 per cent, 
passed the twentieth week. Rosenblatt’ gives the slightly higher 
figure of 2 to 3 per cent. 

Extra-uterine pregnancy may occur in the ovary, peritoneal 
cavity or in the Fallopian tube. For pregnancy to occur in the 
ovary a spermatozoon must enter a Graaffian follicle and fertilize 
the ovum, either by penetration of the wall, or through the site 
of rupture when the ovum has not been shed. It is also possible 
that the ovum, after being shed lies on the surface of the ovary, 
is fertilized, and excavates a bed for itself in the ovary. 

Ovarian pregnancies are uncommon, but few of the reported 
cases can be accepted. Lockyer* could find only 41 cases up to 
1917 which could be proved beyond doubt. In 1932 Wollner* 
reviewed 87 cases from the literature, but allowed only 48. The 
majority of these terminated at an early stage. 

A peritoneal pregnancy may be either primary or secondary. 
A primary peritoneal pregnancy is one in which the ovum be- 
comes fertilized in the peritoneal cavity, and remains there. It is 
apparently rare, although a few cases have been described. For 
a case to be proved the Fallopian tubes must be normal and not 
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show any signs of scarring where the pregnancy could have 
eroded through the wall. It would appear to be most likely 
to occur in cases in which one ovary and one Fallopian tube of 
contralateral sides have been removed. 

Hasselblatt® describes a case in which the patient was 20 
weeks pregnant. Six months prior to this she had been operated 
upon for a right intraligamentous ovarian cyst, when the 
right Fallopian tube and right ovary were removed. On opening 
the abdomen he found the placenta attached to the back of the 
uterus and pouch of Douglas; he performed hysterectomy. 
The left Fallopian tube was normal. Serial sections of the right 
cornu were made, and the tube was found to be obliterated. He 
considers that this case may be taken as a proven case of primary 
abdominal pregnancy. Maxwell, Eastman, and Smetana® also 
describe a case of peritoneal pregnancy in which microscopical 
examination failed to reveal any rupture of the Fallopian tube, 
the fimbriated end of which was closed. The chorionic villi were 
attached to its outer surface. They allow 12 other cases from 
the literature as proved. 

The commonest variety of extra-uterine pregnancy to reach 
an advanced stage is the secondary abdominal pregnancy, which 
has resulted from tubal erosion. The ovum settles in the 
Fallopian tubes and embeds itself in the wall. Chorionic villi 
gradually erode their way through, while others are still able to 
obtain nourishment. Eventually the wall of the tube which has 
become eroded and thin gives way and the villi find themselves 
a new attachment elsewhere in the peritoneal cavity. 


A REVIEW OF THE LITERATURE. 


The literature of advanced abdominal pregnancy shows the 
extreme difficulty in making a correct diagnosis. In the early 
months abdominal pain and haemorrhage often occur; both 
these symptoms can easily be mistaken for those ot threatened 
miscarriage. Even at term it is possible to make mistakes. 

Wilson’ describes a case in which the child was delivered 
through the posterior fornix by the forceps, followed by manual 
removal of the uterus in mistake for the placenta. 

Hayes* describes a case in which the medicinal induction of 
labour was twice attempted and followed by an attempt at 
bipolar version by perforating what was thought to be the 
placenta but proved to be the uterine wall. A correct diagnosis 
was then made and a living child delivered by laparotomy. The 
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X-ray of abdomen with a sound in the uterus showing the position 
of the foetus in relation to the uterus. 
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placenta was adherent to the sigmoid colon, and was not 
removed. Twelve months later the patient was in good health, 
the placenta being palpable as a swelling in the left iliac fossa. 

In Arklay Steel’s® case the gestation sac was ruptured in 
attempting external version. Laparotomy was performed, and 
a living child, which died 12 hours later, was delivered. The 
placenta, which was on a pedicle behind the uterus, was re- 
moved. 

Caldwell’® stripped the placenta off the colon and performed 
hysterectomy. The haemorrhage was severe, but the mother 
and child lived. The mother had a persistent faecal fistula. 

Stapleton” described an interstitial pregnancy adherent to 
the mesentery. The placenta was removed and the wound closed 
with drainage. Convalescence was complicated by a tempera- 
ture of 103°F., due to an abscess which required opening. 

Longley’’ described a retroperitoneal pregnancy in which the 
placenta was adherent to the ureter and retroperitoneal veins. 
The removal of the placenta resulted in profuse bleeding. 

Spackman’”* described two cases. In one he stripped off half 
the placenta and left the remainder. The patient had fever 
during her convalescence. In the other the placenta was 
stripped off, and the patient died of peritonitis. He stated that 
the placenta should only be removed if macerated. It should 
not be marsupialized. 

Ducuing™ advised the removal of the placenta if that was 
possible, but if not, it should be marsupialized. 

Hillman and Simon’ found 316 cases in the literature. The 
maternal mortality among these was 33 per cent. The maternal 
mortality in cases reported during the last 25 years was 20 per 
cent. 
In Low’s and McCurrich’s’* case the placenta was adherent 
to the right side of the pelvis; it was situated between the layers 
of the broad ligament, and it was removed. There was much 
bleeding; later the right ureter became obstructed. 

Pillai” removed the placenta. There was a foul discharge 
from the vagina and the stitch holes, but the patient left the 
hospital well. : 

Miles Phillips’* left the placenta in three cases and the 
patients all did very well. In one of his cases it was necessary 
to open the abdomen 3 years later for some other condition, and 
it is interesting to note that not any sign of the placenta could be 
found. 

Arndt’® describes four cases. Two of the mothers died, one 
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of haemorrhage, and the other of haemorrhage and eclampsia; 
in both the placenta had been removed. The placenta was re- 
moved in one of the other two cases; both the patients lived. 

Cornell and Lash” reviewed the literature of 236 cases. In 
this large series the ages of the patients varied between 15 and 
64. They found it was commonest between 35 and 39, and with 
the first and second pregnancies. Only 83 of the cases were 
diagnosed before laparotomy. In 21 out of 58 cases the lie was 
transverse Sixty-two patients had symptoms of bleeding, in 12 
cases there was not any bleeding, ‘while in 161 cases the authors 
could not find any record of this symptom. Foetal deformities 
occurred in 20 per cent of the cases. There were 34 deaths 
following operation, of which 13 were due to haemorrhage, 5 to 
shock, 8 to peritonitis and 8 to various causes. The placenta was 
removed in 155 cases with a mortality of 16. It was partially 
removed in 7 cases with one death, marsupialized in 14 cases 
with 3 deaths, and left im situ in 30 cases with 6 deaths. 


_A DESCRIPTION OF THE CASE. 


The patient was 32 years of age, and had been married 12 
years. She had one child aged 10, which had been normally 
delivered. Her menstrual periods were regular, lasting 3 days 
and recurring every 28 days. The rest of her previous history 
was irrelevant. 

Her last normal period began on December Ist, 1934, lasting 
the usual 3 days. She did not menstruate in January, and 
thought she was pregnant. 

On February 3rd, 1935, she had an attack of pain on the 
right side of the lower abdomen and began to lose some blood 
per vaginam. The pain and bleeding lasted intermittently for 
a fortnight, and on two or three occasions she had pain on de- 
faecation. The patient likened the pain to small labour pains. 

She was admitted to hospital on February 16th, when she 
was found to have pain and tenderness low in the right of the 
hypogastric region. On vaginal examination the uterus was 
found to be slightly enlarged, and the right fornix of the vagina 
was tender. There were not any masses palpable. The 
pregnancy was thought to be intra-uterine, and the patient was 
accordingly discharged from hospital. 

She had no more trouble until the beginning of June, when 
she was 26 weeks pregnant. She then had continuous vaginal 
haemorrhage and abdominal pain for 3 weeks. This was accom- 
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panied by vomiting and swelling of the ankles. She was treated 
as a case of toxaemia of pregnancy. 

Foetal movements could be felt; an X-ray photograph 
showed a normal foetus presenting by the breech. 

On August 6th, when she was 36 weeks pregnant, she had 
another vaginal haemorrhage and labour pains began, but 
ceased after 2 hours; foetal movements were not felt, and the 
foetal heart sounds were not heard from that time, although they 
had been normal until then. 

The abdominal swelling subsequently began to decrease in 
size. Several attempts were made, medicinally, to induce labour; 
they failed. An attempt was then made to pass a soft rubber 
bougie into the lower uterine segment without success. She was 
again admitted to hospital. Her general condition was excellent, 
and there were not any signs of toxaemia. 

An X-ray photograph was next taken with a metal sound in 
the uterus, which showed the pregnancy to be extra-uterine and 
the foetus dead. 

The Aschheim-Zondek reaction was negative. 

The patient was then examined under an anaesthetic, and 
the uterus, which was the size of a 2 months’ pregnancy, could 
be palpated separately from the foetus. 

On November 11th, 49 weeks after the last menstrual period, 
laparotomy was performed. The foetus was found lying trans- 
versely with the head on the left. The liquor amnii had been all 
absorbed and the membranes were closely adherent to the 
foetus. The placenta covered the pelvic organs and filled the 
brim; its foetal surface was directed upwards: it was adherent by 
its maternal surface, which was directed downwards, to the 
sacrum, rectum, coils of small intestine, the floor of the pouch of 
Douglas and the bladder. Large veins containing fluid blood 
could be seen coursing over its foetal surface. The uterus was the 
size of a 2 months’ pregnancy and the Fallopian tubes appeared 
normal. 

The umbilical cord was cut and the foetus removed. The 
placenta could not have been removed without considerable 
risk; it was, therefore, left in situ. The abdomen was closed 
without drainage. Convalescence was uninterrupted, and the 
patient was discharged on the nineteenth day. 

She was seen again 5 weeks, 3 months and 7 months after 
the operation. On each occasion she felt very well. Her men- 
strual periods began 6 months after the operation. The placenta 
was palpable to the right of the middle line; but on the last 
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occasion it was about half its original size, more mobile and 
very much softer than immediately following the operation. 
Diagnosis. 

The diagnosis of advanced extra-uterine pregnancy is beset 
with difficulties. It is frequently impossible to feel the uterus 
separately from the gestation sac without an anaesthetic, owing 
to the tenderness associated with the condition. 

The foetal parts are more easily palpable and the heart sounds 
louder than in the case of an intra-uterine pregnancy; but the 
normal variations in intra-uterine pregnancy are so great that 
little weight can be attached to this finding. 

Vaginal haemorrhage is the most common symptom recorded 
in the literature. Cornell and Lash” found it in 62 cases out of 
74. Bleeding is usually accompanied by abdominal pain, and 
although this condition is found in other conditions, it is always 
suggestive of extra-uterine pregnancy. 

A transverse lie. was found in 21 out of 58 cases. The inci- 
dence of this abnormal lie is, therefore, extremely high in 
cases of advanced extra-uterine pregnancy. Abnormal lies, 
positions and presentations are naturally to be expected in these 
cases; their presence in the absence of other causes, more par- 
ticularly in the presence of other signs suggestive of advanced 
ectopic gestation, should be given due weight. 

On pelvic examination the cervix is found to be harder than 
the soft cervix of intra-uterine pregnancy, and the lower uterine 
segment is narrower. The empty uterine cavity can be demon- 
strated by an X-ray photograph of the lower abdomen after 
inserting a probe into the uterus. Lipiodol can also be injected, 
which will show the shape of the non-pregnant uterine cavity. 

Another suggestive, though negative, sign is the absence of 
uterine contractions : the round ligaments cannot be felt as they 
frequently can when the pregnancy is intra-uterine. 

The main reason for the high percentage, 25 per cent, of 
undiagnosed cases is the rarity of the condition, with the result 
that it is frequently not considered. 


Treatment. 


The treatment of these cases presents a problem about which 
there is no uniformity of opinion, the chief difficulty being how 
to deal with the placenta. 

At one time fear of haemorrhage from the active placenta 
induced many operators to wait until after the death of the 
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foetus, when it was thought that following thrombosis of the 
vessels the placenta would be more easily separable. This, 
however, is not always the case, and during the period of wait- 
ing haemorrhage, rupture or infection may take place. It is, 
therefore, better to operate as soon as a diagnosis is made, 
whether the foetus is alive or dead. 

It was formerly the practice, in some cases, to postpone 
operation in the hope of securing a surviving child. There is 
nothing in the literature to commend this practice; Cornell and 
Lash* estimated that 20 to 50 per cent of the foetiis are de- 
formed and nearly all were dead before being removed from the 
abdomen: moreover, the likelihood of obtaining a living child 
is infinitesimally small, while the likelihood of obtaining a child 
which will long survive its birth is even smaller. 

At the operaton the sac must be opened and the foetus re- 
moved. If the child has been dead for any length of time, the 
membranes will be found closely attached to it, all the liquor 
having been absorbed. The placenta can either be removed, or 
marsupialized, or the abdomen can be closed with the placenta 
in situ with or without drainage. When the placenta is attached 
only to the omentum or uterus it is a simple matter to remove 
the placenta without risk, together with the omentum or uterus. 
When, however, the placenta is attached to intestine, large 
blood-vessels or the abdominal wall, the operation of stripping 
off the placenta is frequently followed by dangerous haemor- 
rhage, or sepsis, possibly with death; or it may be followed by 
prolonged convalescence complicated by the formation of an 
abscess or a faecal fistula. 

The second alternative is to marsupialize the placenta. This 
procedure, although not accompanied by such great risk to the 
patient as the preceding, is followed by a long convalescence, 
frequent dressings and much discomfort, and the patient is 
finally left with a very unsightly abdominal wall and a ventral 
hernia which is not easily cured. 

The third alternative is to close the abdomen with the 
placenta im situ without making any attempt to remove it. In 
favourable cases the placenta is gradually absorbed, and in 
about 12 months can barely be palpated. Some authors advise 
drainage, but if infection is not present at the time, drainage can 
be of little help, and may do harm by allowing organisms to 
reach the mass of dead tissue. 

The operative mortality from this operation is no more than 
that of a straightforward laparotomy. The subsequent risk of 
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sepsis if the placenta has been undisturbed is not great, and if it 
should occur a localized abscess will form which may be 
drained. It has been stated that there is a danger of chorion- 
epithelioma arising, but this must be less than the mortality from 
haemorrhage and sepsis following removal of the placenta by 
stripping it from the attached structures or marsupialization. 

In cases in which the foetus is dead, and the Ashheim- 
Zondek reaction negative, the onset of chorion-epithelioma is 
extremely improbable. 

In Hillman’s and Simon’s'’ 316 cases of advanced extra- 
uterine gestation there was a maternal mortality of 33 per cent. 
In those cases reported since 1910 there was a maternal mor- 
tality of 20 per cent. Cornell and Lash* found a mortality of 
14.3 per cent in 306 cases. The true mortality is probably 
higher than this, since it is human nature to report successful 
cases rather than cases ending fatally. Fourteen to 20 per cent 
is a very high mortality, and was largely due to haemorrhage, 
shock and peritonitis. In the literature of the, last 5 years case 
reports could not be found of death following removal of the 
foetus when the placenta was left im situ. Cornell and Lash” 
report six deaths out of 30 cases dealt with by this method, but 
they do not give any references, and there are no details as to 
the cause of death, or whether an unsuccessful attempt was first 
made to remove the placenta. 

There can be little doubt that the treatment of choice is to 
remove the placenta and the organ to which it is attached when 
this can be done without risk; but if this is impossible, as it not 
infrequent, the placenta should be left and the abdomen closed 
without drainage. 
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Shoulder Delivery by Breech Presentation* 


BY 


JORGEN LgvseT (Bergen). 


JoHN Wo. Burns wrote this about breech delivery in 1934 :— 


‘‘That new principles of treatment have not been expressed and that 
each writer has simply perpetuated the teachings of his predecessor is 
clearly evident from the perusal of the textbooks published during the 
past twenty or thirty years. On no important point does the treatment 
ever appear to be questioned, and the paucity of new ideas is everywhere 
remarkable.”’ 


There are few obstetric operations which may offer so many 
technical difficulties as the troublesome shoulder delivery in 
breech presentation. The trained obstetrician, who is familiar 
with the complications and knows the methods by which they 
should be met, will probably be successful in the delivery when 
the disproportion between pelvis and foetus is not too great. The 
possible injury to mother and child during the delivery will, 
however, depend not only on the ability of the obstetrician, but 


also on the method which he employs, and in the choice of 
method he has not a free hand. The simplest and least dangerous 
methods are practised in those cases in which the delivery is 
relatively easy, while the more complicated and, therefore, the 
most dangerous methods are used when difficulty occurs. 


SomE HISTORICAL DATA CONCERNING THE METHODS. 


According to Lehmacher the Alexandrian school was the 
first to draw up fixed rules for the procedure used in breech 
delivery (first and second century B.c.). The main features in this 
procedure were that the delivery was carried out, if possible, with- 
out pulling on the child, and so soon as possible the arms should 
be brought down to prevent them from being extended. This doc- 
trine, however, was soon forgotten, and as late as in the six- 
teenth century we refind the directions of the Alexandrian school 
in Roesslin’s textbook of midwifery. When the method of 
liberating the arms was again known, criticism was raised against 


* From the Maternity and Women’s Hospital, Bergen. Chief surgeon, 
L. Severin Petersen. 
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its performance. Ambroise Paré, who lived about the same time 
as Roesslin, warned medical men against such a procedure, as 
the foetus might be choked by contraction of the os round its 
neck. This caution is repeated later, among others, by Deventer 
and Ritgen. 

Mauriceau first suggested bringing down both arms by just 
seizing the wrists of the foetus (seventeenth century). Mauri- 
ceau’s teaching was not known abroad, however, till about the 
year 1800. By the influence of Baudeloque his method found 
its way to Germany. Baudeloque disengaged the arm by first 
pressing the posterior shoulder well downwards, whereupon the 
arm was brought down. The method known to-day for deliver- 
ing the anterior shoulder by rotating it into the hollow of the 
sacrum, is pointed out by Scanzoni. The method of delivery 
with both arms posteriorly is now generally called the old or 
classic method. 

The method which in later years was more generally used, 
was proposed by the Munich doctor, Arthur Miiller. He copies 
the natural birth mechanism as closely as possible. With the back 
of the foetus to the one or other side, its body is pulled as far 
down as possible in order to bring the anterior shoulder forward 
under the pubic arch. In order to do this, the body of the foetus 
should be brought well up and the posterior shoulder so far out 
that the arm may easily be seized with two fingers. If the 
delivery of the anterior shoulder can be accomplished only by 
pulling the body of the foetus well down, Miiller suggests swing- 
ing it backward and forward until the anterior shoulder is 
delivered. This last view is also emphasized by Stoeckel in his 
reference to the method. 

The classic method and that of Miiller are those used in 
ordinary breech delivery. If, on the contrary, the arms are 
extended, or one is round the nape of the neck, Kaltenbach 
suggests liberating them, as soon as possible, from the back. 
Rosshirt, however, will not disengage them till the posterior 
shoulder is pulled down. This is done by inserting two fingers 
over the posterior acromion process and by pulling the shoulder 
as far down as possible, then liberating the posterior arm. In 
Ig1I Sellheim gave detailed directions on the method to be used 
when an arm was placed round the nape of the neck. He states 
that if an arm is in this position the body of the foetus should 
be turned 180° in the direction opposite to the physiological 
movement of the arm. If the right arm is thus displaced, the 
-body of the foetus should be turned towards the left—and vice 
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versa. When this method is employed the following contingencies 
may be met with. If the posterior arm is posterior it will be 
delivered first, after which the foetus is turned 180°, allowing 
the arm to rotate to the os sacrum. If the arm which is round 
the neck the body of the foetus is turned in the opposite 
direction to the physiological movement of the arm—it is 
liberated from the neck and may then be delivered as any other 
extended arm. If the posterior arm is round the nape of the 
neck, a trial should first be made to disengage the anterior arm. 
Having done this, the foetus should be turned 180° with the 
back to the front. The arm will then become free, and Miiller’s 
method of delivery should be followed, or manually if his method 
will not work. If both arms are round the nape of the neck, 
the anterior shoulder should first be turned to the sacrum and 
then delivered, and the posterior shoulder which is now looking 
low into the pubis, once more should be turned backwards and 
delivered. Nutrnberger states that under very difficult con- 
ditions the body of the foetus may have to be turned 540° before 
the delivery is finished. 


CRITICISM OF THE METHODS MENTIONED. 


Against the classic method the objection may be raised that 
repeated insertion of the hands entails the danger of infection 
and rupture of the soft parts, and further, that the arm or arms 
of the foetus may be injured in bringing them down. It is known 
that the arm has to be fractured if it is impossible to liberate it 
otherwise. 

The only objection to Miiller’s method is that it fails too 
often. According to Winther-Halbans’s textbook the failures 
are 14.5 per cent in a normal pelvis, and 50 per cent in a con- 
tracted pelvis. In other words, it is not successful when diffi- 
culties of some degree are met with. Among patients generally 
met with in hospitals in this country, Miiller’s method will suffice 
more often than is apparent from the German statistics, but we 
also. have to employ other methods in difficult cases. 

The objection to the use of Sellheim’s: method is that it may 
easily confuse the less experienced. Even if the rules are logical 
and easy enough to follow at the writing-desk, difficulties may 
turn up when the obstetrician realizes that delivery must be 
accomplished in a question of minutes. In short, the method 
may be deemed too complicated, and it involves several inser- 
tions of the hands. To begin with, the hand is inserted to ascer- 
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tain if the arm is in the wrong position. Then the body of the 
foetus must be turned to get the arm free, and finally the arm 
has to be brought down. If the case is difficult the second arm 
must also be brought down. 


DESCRIPTION OF THE AUTHOR’S METHOD. 


During the last 4 years a trial has been made with a new 
method of shoulder-arm delivery in breech presentation, at the 
Women’s Hospital in Bergen. The theoretical basis for this pro- 
cedure is that the posterior shoulder is always the lower one, 
owing to the pelvic inclination and the direction of the birth 
axis in the pelvic outlet. The direction forwards and upwards in 
the pelvic outlet will also force the delivered part of the body of 
the foetus in the same direction. The back being turned to the 
one or the other side when the shoulders are passing into the 
pelvic inlet, the posterior shoulder is forced downwards. When 
the body of the foetus is delivered so far that one may see or 
feel the inferior angle of the anterior scapula, the posterior 
shoulder is resting under the promontory of the sacrum. The 
position of the anterior shoulder at that time is behind or over 
the pubis. (Fig. 1.) 

If the body of the foetus is turned 180° with its back to the 
front, the shoulder will appear under the pubis if the body 
descends sufficiently during the last 90° to 130° of the manceuvre. 
To make this possible the posterior shoulder must be below the 
promontory when the rotation begins, whether spontaneously 
or by traction. If the rotation is made too early the shoulder will 
remain over the os pubis in the same manner as when using 
Sellheim’s method of liberating an arm from the nape of the 
neck. If this should happen the foetus must be rotated once 
more in the opposite direction when the body of the foetus has 
sufficiently descended. 

This method has been practised by ourselves till the present 
time and no failures have occurred. On one occasion the clavicle 
was fractured. It happened toa secundipara with contracted pelvis 
when version was performed owing to a prolapsed umbilical 
cord. The weight of the baby was 4,000 gr., and when a baby 
of that size has to pass through a contracted pelvis, fracture of 
the clavicle may occur, no matter what method is applied. 
Theoretically the method should be safer than methods in which 
the pelvic space is diminished by an inserted hand. 

The objection may be raised that our method has not been 
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sufficiently tested to prove its equality with, or superiority over, 
other methods, and this must be admitted, but the efficiency ot 
the method will appear from a case referred to below: 

It was on an occasion when assisting one of the most capable 
obstetricians of our country. A primipara was being delivered 
of a foetus weighing 6,000 gr. Miiller’s method was first used, 
but with a negative result, and because the body of the foetus 
was so impacted in the pelvis that it was impossible to insert the 
hands in order to deliver the arms. When afterwards our 
method was practised, the delivery proceeded without difficulty. 

The rules lately followed in the Women’s Hospital in Bergen 
in cases of breech delivery are: 

When the body of the foetus -is delivered to the umbilicus, it 
is, if necessary, turned gently with back upwards to allow 
shoulders to enter the pelvic inlet. If assistance is still needed, 
the body of the foetus is pulled well downwards to ascertain if 
the delivery can be effected according to Miiller’s method. If 
this should fail the body of the foetus is rotated 180° or slightly 
more, with the back upwards. 

The shoulders being in the transverse diameter of the pelvis 
during the rotation, the body of the foetus is pulled lower and 
the rotation continued until the shoulder which was at first 
posterior now appears under the pubis. If the arm does not fall 
out by itself, one forefinger is inserted into the bend of the 
elbow, and the arm slips out easily. Finally the body of the 
foetus is rotated 180° in the opposite direction (still with back 
upwards) and the second shoulder is delivered in the same 
manner as the first one. (Figs. 2-6.) 

As mentioned, on referring to the theoretical foundation of 
the method, it is an absolute necessity that the posterior shoulder 
should be below the promontory before rotation begins. Among 
the cases dealt with, we have failed only once in pulling the 
body of the foetus so far down that the angle of the anterior 
scapula was felt. If it is not possible, however, to pull the foetus 
so far down, it is correct to use Rosshirt’s method, namely, to 
pass two fingers over the posterior acromion process and pull the 
shoulder so far down that it passses the promontory before rota- 
tion begins. 

By using this method it is of no importance if the arms are 
folded on the chest, or extended, or round the nape of the neck. 
Contrary to expectation it may be said to be an advantage that 
the arms are not folded on the chest in difficult cases, as their 
extended position will diminish the width of the shoulders, the 
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rounded form of the foetal body being an advantage. This form 
is described by Leon McAuliffe as ‘‘Le thorax du nourrisson esi 
presquéun cylindre régulier, il est par consequant trés différent 
du thorax de l’adult qui est un cylindre aplati dans le sens 
antero-posterieur.’’ On account of this, the rotation almost 
always comes off exceedingly well. 

The rotation is easier when the foetus is big and firm than 
when small and undeveloped, but complications by shoulder- 
deliveries of the latter are rare. 

It is in favour of our method that the danger of ruptures 
and infection are probably reduced, as the insertion of hands is 
unnecessary. Fracture of the humerus is also avoided. The 
clavicular fractures may not be fewer than before, but this is a 
small injury when, if it occurs, care is taken to keep the baby 
lying on its back until the fracture is consolidated. 

Finally, our method has the didactic importance that it is 
easy to learn and simple to perform. This is of great importance, 
as it is the numerous manipulations and the choice of hand that 
makes the untrained operator nervous when he realizes that the 
well-being of the baby depends also on the time taken for the 
delivery. 
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A Dysgerminoma Removed During Pregnancy 


BY 


FRANK STABLER, M.D. (Dur.), F.R.C.S. (Eng.), M.C.O.G. 


Hon. Assistant Obstetrician, Princess Mary Maternity Hospital, 
Newcastle-upon-T yne. 


With Pathological Description by 


J. GreIG THomson, M.B., Ch.B. (Aber.). 


Lecturer in Pathology, the University of Durham College of 
Medicine, Newcastle-upon-Tyne. 


Or the tumours of the gonadal epithelium, dysgerminoma of the 
ovary has but recently been recognized as a clearly marked 
entity. Under the old term ‘‘seminoma’’ it was well known to 
occur in cryptorchids and under this title it was at first described 
in the female. R. Meyer' in his brilliant exposition of the 
classification of this family of rare tumours suggested the term 
‘“‘dysgerminoma’’. The generally accepted view is that in the 
early embryonic phases of development the surface gonadal 
epithelium becomes many layered and grows down into the 
centre of the gland in cords. These cords may become tubules, 
and by joining with the rete tubules form the seminiferous 
tubules of a testis, or the cords may not advance so far as the 
rete structures but proceed to implant in the substance of the 
gonad the primordial Graffian follicles with the formation of an 
ovary. On the other hand, Fischel’ takes the view that ovarian 
stroma and follicular cells are formed from the ovarian mesen- 
chyme and not from the surface epithelium: this is supported 
by Schiller? and Novak.* Whichever view is correct, it is 
evident that in a functionally inefficient gonad such as occurs in 
cryptorchids, in women with poorly developed internal and 
external genitalia and in hermaphrodites, it is possible to have 
rests of the invading surface germinal epithelium remaining in 
the indifferent gonadal stage, or on the basis of the other theory, 
that cells not yet marked off as male or female may continue 
into adult life. Because of their embryonic structure these cells 
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are more liable to undergo neoplastic change, and such a 
neoplasm has been termed dysgerminoma. Since the cells forming 
the growth are neutral, effects from hormonal secretion could 
not be expected such as occur in the granulosa and theca cell 
tumours (female) and the arrhenoblastoma (male). Clinically, 
then, the subjects of a dysgerminoma are frequently of imperfect 
gonadal development whether they tend to the male or female 
type, not because of any effect of the tumour, but simply that 
the tumour is more likely to arise in them. E. Fauvet* collected 
from the literature 64 case-records, 27 in male or female 
hermaphrodites, 2 in true hermaphrodites, and 35 in apparently 
normal women. R. Meyer, out of 48 cases, found 27 in pseudo- 
hermaphrodites and 21 in women with typically female bodies, 
but states that in the presence of these tumours we find, in 
women, external genitalia and uterus infantile in character. 
Kleine® recorded 7 cases in ‘‘asthenic young women’’. Geist,’ 
in an admirably clear exposition of the pathology of these 
tumours, states that the growth may affect one gonad or both, 
and that if one gonad is affected the other may be absent or so 
atypical that the identification of type may be impossible. In 
one of his cases he was able to demonstrate normal ovarian 
structure in the other ovary. 

Patients with imperfectly developed genitalia form a small 
proportion of the populace, and it follows that there is a tendency 
for this tumour to occur in them greatly in excess of that in 
normal subjects. 

The second characteristic of the tumour is that it tends to 
occur at an early age, usually in the second or third decade 
(Meyer). All Klein’s 7 reported cases were in women 15 to 20 
years of age. Geist’s three patients were between the ages of 12 
and 15. Wolfe and Kaminester* report a dysgerminoma in a 
girl aged 13, but also one in a woman aged 51, whilst 
Doubrére’s’ patient was 31. 

Considering then the rarity of dysgerminoma, the frequent 
concurrence of imperfect gonads and the youth of the patients, 
it is manifest that pregnancy in association with such a tumour 
would be very rare, though possible, as neither of the above is a 
necessary concomitant. Geist quotes Gross as having a patient 
who had borne a child, while one of Wolfe and Kaminester’s 
patients was parous. 

The author has been able to find only one case in association 
with pregnancy in the literature, and though in that case the 
tumour was removed after pregnancy, the distinction is insignifi- 


706 





A DYSGERMINOMA REMOVED DURING PREGNANCY 


cant for the operation was but 8 days after delivery and the 
tumour must have been present during pregnancy. Doubrére 
does not comment on the fact that his case was then unique and 
perhaps there have been others. Schiller® was not aware of 
any case occurring during pregnancy. 


The growths may be benign or malignant, and unless they are 
obviously the latter from the presence of secondary deposits, or 
signs of spread beyond the capsule, it may be impossible to 
decide by microscopic examination in which category a tumour 
should be placed. Schiller states that 95 per cent of the material 
is not malignant, but this is at variance with the opinion of 
many other authors. For example, Wolfe and Kaminester call 
the growth embryonal carcinoma and state that the prognosis 
is poor. They reported two cases with definite signs of malig- 
nancy, and the tumour was removed post-mortem. Doubrére’s 
patient suffered a local recurrence but was cured by the applica- 
tion of radium to which the growth is particularly vulnerable. 
Meyer considers that if operated upon the prognosis is good. If 
spread does occur it is usually by way of the lymphatics and 
tissue planes. The naked-eye extension of the growth and the 
clinical course of a case appear to be of more value in determin- 
ing malignancy than the microscopic appearances of a portion 
of the tumour. 


Case history: 

A.S., aged 18 years, booked for her first confinement in the thirty-sixth 
week of pregnancy on 12th January 1933. Her last menstrual period had 
begun on 7th May 1932, and the expected date of delivery was noted as 
14th February 1933. She refused examination and failed to return the 
following week, as she was instructed to do. She was a determined young 
woman who earned her living as a coster, but apart from this did not 
appear to have any departure from the usual female physique or 
psychology. Her medical history contained nothing of note. Menstruation 
had begun at the age of 16, had been regular every 28 days, lasting 3 days, 
and had not been attended by any abnormal symptoms. Labour began at 
2 a.m. on 19th February 1933, and at 9.30 p.m. in response to a call she 
was seen for the first time since booking in a state of severely obstructed 
labour. Her temperature was 99.8°F. and her pulse-rate 110. The 
presentation was a right sacro-posterior, and vaginal examination showed 
the pouch of Douglas to be filled by a tense mass which reached well above 
the pelvic brim on the left side. Only under anaesthesia the cervix could be 
reached, when the os was found to be but two fingers dilated. Pains were 
frequent and prolonged, with the upper uterine segment markedly 
retracted. She was brought into hospital, and at 11.30 p.m. on 19th 
February 1933 the abdomen was opened by a midline subumbilical 
incision. It was found impossible to disimpact the tumour until Caesarean 
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section had been performed by the classical route. A healthy child 
weighing 5 pounds 6 ounces was delivered, and it was then possible to lift 
up a solid tumour of the left ovary, reniform in shape and measuring 
roughly 9x5x4 inches. A very short, wide pedicle was ligatured by two 
fixed No. 3 chromicized catgut ligatures followed by a continuous No. 1 
chromicized catgut suture to peritonealize the stump. The abdomen was 
closed in three layers. 

There was some pyrexia after operation, reaching 101.6°F., with a 
pulse-rate of 138 on the third day, but this subsided by the sixth day. 
The mother and child were discharged home in good condition on 
6th March 1933, the fifteenth day after operation. 

On 22nd April 1935 the same woman was delivered by the forceps of 
her second child at term after 12 hours labour, and at the time of writing 
she is 5 months advanced in her third pregnancy. 


PATHOLOGICAL DESCRIPTION. 


The mounted specimen consists of half of the tumour, an 
oval mass measuring 18 x I0 x 5 cm. (Fig. 1). These 
measurements are considerably less than those noted at the 
operation, and marked shrinkage has apparently occurred during 
fixation. The growth is well encapsulated, but the capsule is 
very thin and the light coloured tumour tissue can be seen shin- 
ing underneath it. There are numerous dilated veins running in 
the capsule, but structures resembling ovary or tube are not 
recognizable in this half of the specimen. The tumour is firm, 
solid throughout, and the cut surface is smooth, light fawn in 
colour, and very structureless and meaty. This homogenous 
tissue is broken up by scanty fibrous septa and by a few areas of 
recent haemorrhage. There are some yellow foci of necrosis, 
but these are small and comparatively infrequent considering the 
large size and vascular appearance of the growth. 


The histological picture, apart from the few areas of necrosis 
and degeneration, is very uniform and characteristic of a 
dysgerminoma. It shows large round cells with very large 
hyperhromatic nuclei and a small amount of palely staining 
cytoplasm, irregularly arranged in more or less closely packed 
columns and masses, separated by narrow strands of cellular 
fibrous tissue. These connective tissue strands show the typical 
infiltration by lymphocytes, and the resemblances to the semi- 
noma, the corresponding tumour of the testis, are very striking 
(Fig. 3). Mitotic figures are more frequent than usual (Fig. 5), 
but the capsule is nowhere invaded, and there are not any 
grounds for suggesting that it is likely to be more malignant than 
the average tumour of this type. 
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Cross-section of the tumour. This shows the reniform shape, the slight 

lobulation, and the homogeneous appearance of the greater part of the growth. 

The black areas are recent haemorrhages, the largest of which is probably of 

traumatic origin. A few small whitish areas of necrosis are present. The 

narrower end was impacted in the pouch of Douglas, but degenerative 
features are not here more marked. 























Fic. 


The outer surface of the tumour. The lobulated nature and good 
encapsulation are well shown. 





A low-power view iilustrating the typical structure of a dysgerminoma. 

Masses of cells with large darkly staining nuclei separated by connective tissue 

septa infiltrated by lymphocytes. <A small, paler staining area of early 
necrosis is present. 


A slightly higher power view showing smaller and less closely packed cellular 
masses, 





Fic. 5. 


A high-power view of the tumour cells in which two mitotic figures can be 
recognized, 
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WHILE during pregnancy hormones are deposited in the skin by 
means of the blood-stream (Loeser),’ that is to say, from within, 
little is known whether hormones, conveyed into the skin from 
without, are deposited or transported through the skin into the 
blood-stream. 


The ability of the follicular hormone to penetrate the skin 
was examined: 


1. In castrated female monkeys. 


2. In women from whom the ovaries had been removed, and 
in others suffering from primary and secondary amenorrhoea. 


3. In healthy women and in women at the menopause. 


EXPERIMENTS ON CASTRATED BABOONS (HAMADRYAS) 


Baboons have a menstrual cycle which is very similar to that 
of the human female. The period of the menstrual cycle is 32 
days, the menstrual flow lasts from 2 to 3 days. Already 
during the actual menstruation a slight swelling of the anal and 
vulval zones becomes apparent as a pre-oestral symptom. This 
swelling gradually increases during the following 14 days and 
culminates on the fourteenth day post menstruationem in a 
turgid oedema of the said region. During these 14 days the 
female baboon will accept the male, and it is within this period 
that the secretion of the follicular hormone takes place which is 
responsible for the oestrous symptoms. As soon as corpus 
luteum formation begins, on the fourteenth day after rupture of 
the follicles, all oestrous symptoms disappear. 
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The production of oestrus in castrated female baboons is 
taken as test for the introduction of a certain quantity of folli- 
cular hormone. 

If dihydrofollicular-hormonebenzoate is injected intramus- 
cularly into a castrated female baboon, 1333y (Iy=one thou- 
sandth of a milligramme—1ro international units) are sufficient 
artificially to produce oestrus (Schoeller)’. 

First Test. An ointment, the ability of which to penetrate the 
skin has been carefully studied, was mixed, with certain precau- 
_ tions, with 1900y of the hormone and rubbed into the shaved 
abdominal skin of two female gonkeys. No effect was noticed. 

Second Test. 4.6 mgrms. (4600y) of the hormone mixed with 
the ointment was rubbed into the abdominal skin of two cas- 
trated monkeys. On the fifth day both showed slight hyper- 
aemia of the anal and vulval zones: after 3 more days this 
disappeared entirely. 

Third Test. 29.8 mgrms. (298007) of the hormone were ad- 
ministered in the same way to two female monkeys. Three days 
later a swelling appeared at the same spot as before; after 
3 more days it had increased considerably to. culminate, on the 
eighth day after application, in a turgid discharge. These symp- 
toms were accompanied by a watery discharge. The slow de- 
crease in intensity of the swellings extended over 6 days, after 
which all tests on these animals showed that the first oestrous 
symptoms can be produced with much smaller doses (13.9 
mgrms.). 

The skin of monkeys can, therefore, be penetrated by the fol- 
licular hormone. 


TESTS IN WOMEN FROM WHOM THE OVARIES HAD BEEN REMOVED, 
AND WOMEN SUFFERING FROM PRIMARY AND SECONDARY 
AMENORRHOEA. 


The test used by us for determining the quantity of follicular 
hormone administered to those women whose endometrium is for 
the most part atrophic, was the endometrium test. We know 
that the endometrium is a mirror which faithfully reflects all 
endocrine processes of the ovaries, normal as well as pathologi- 
cal. If the ovaries are missing or acting insufficiently, as is the 
case in the women of this test-series, this mirror is blind. The 
endometrium is atrophied. Every milligramme of follicular hor- 
mone administered causes the endometrium mirror to clear up, 
and is reflected as a slowly developing gland proliferation. There 

711 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


is even a distinct functional relation between the quantity of the 
administered hormone and the increased proliferation of the 
uterine membrane. 

This ratio between the quantity of hormone and a stage of 
growth of the mucous membrane can be almost calculated 
mathematically (Loeser)*. It is possible to tell from histological 
pictures of the uterine membrane the approximate quantity of 
hormone required for the development of any particular stage. 
It was for this reason that even in 1932 I was speaking of the 
hormonal menstruation doses of the ovaries. 

Follicular hormone ointment of a quite definite concentration 
was rubbed into the skin of vafious patients, i.e. one woman 
from whom the ovaries had been removed, two women suffering 
from primary amenorrhoea, and one woman who, for 13 years, 
had suffered from secondary amenorrhoea. At the beginning 
and on completion of this treatment small pieces of the endo- 
metrium were in each case taken for a histological examination. 
The hormone ointment was always prepared in the same way, 
easily absorbed substances serving as vehicles. 

In each case-the endometrium was atrophied before treat- 
ment. Although these women were given very large doses of 
hormone (I grm. and more), the atrophied endometrium never 
showed proliferation; whether the ointment was rubbed in 
rapidly or slowly, the endometrium picture remained dull, ex- 
cept in the case of secondary amenorrhoea, in which an imper- 
fect regeneration of the endometrium could be observed. 

The clinical symptoms of these patients, however, showed an 
entirely different picture. The ointment was applied on the 
extremities and the trunk alternately. Swelling of the breasts 
occurred, even when the site of application was far from the 
breasts. There were pains in the abdomen, resembling labour 
pains on administration of I grm. doses, and vaginal discharge. 
Doses under 200 mgrms. did not show any effect. 

These tests show that the follicular hormone can pass 
through the skin of women suffering from ovarian insufficiency 
without causing any marked change in the endometrium. 

That the follicular hormone enters the blood-stream through 


the skin is indisputably proved by the clinical symptoms pro- 
duced. 


Since there is a possibility of the skin of people suffering 
from endocrine disturbances being in an abnormal condition 
and unable to absorb, pieces of skin were taken, with permis- 
sion of the patient, from the thigh for histological examination. 
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These, like all the histological examinations mentioned, were 
carried out by Professor Robert Meyer of the University Gynae- 
cological Clinic, Berlin. Every case showed atrophy of the 
cutaneous tissue (thin epithelial layer, insufficient papillary for- 
mation, no stratum spinosum, insufficient number of sweat 
glands, no sebaceous glands). This atrophy of the skin was not 
equally pronounced in all cases. 

Finally, two normally menstruating women and two women 
at the menopause, were treated with follicular hormone ointment 
which was rubbed into the skin. The endometrium test could 
not be used except in one case of a patient at the climacteric. 
Hormone quantities of less than 220 mgrms. never produced any 
marked clinical effects. This is the description of one case: 


Mrs. M.L.B., 32 years of age, menstruates regularly. She received from 
the day following normal menstruation, which lasted for three days, four 
doses of 200 mgm. each of follicular hormone suspended in to gm. of oint- 
ment; one dose given every other day. The succeeding period was post- 
poned by six days and was stronger than usual. Pains in the breasts and 
the abdomen were particularly marked. The ointment had been rubbed 
into the skin of the trunk. When after the cessation of this postponed 
period a further 300 mgm. were given in one application, genital bleeding 
took place on the fifth day following the application. 


In the case of the two women at the climacteric, very sub- 
stantial doses, never less than half a gramme, were necessary to 
relieve flushing. The improvement, however, was not so pro- 
tracted as when a much smaller quantity of follicular hormone 
was given per os. 

In the case of one of these women, who was in her fifty- 
second year, and had not menstruated for 3 years, a little piece 
of the endometrium, which was slightly atrophied, was taken 
before: and after application of the hormone ointment. No 
change was apparent after an application for g months. 

From these tests it can be concluded that the normal skin 
absorbs follicular hormone which, when rubbed into the skin in 
sufficiently large doses, can produce appreciable clinical 
symptoms. 

In all cases dihydrofollicular-hormonebenzoate was used. 
Finally, it must be mentioned that the hormone cream exercised 
a beneficial effect on the skin itself (acne and eczema disap- 
peared). The more quickly the hormone is absorbed, the smaller 
is the effect on the skin and the greater the effects brought about 
through the blood-stream. The skin of the nipples reacts more to 
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the locally applied hormone than the skin of the rest of the 

body. Also the nasal mucous membrane as well as the vaginal 
mucous membrane absorbs the hormone. The skin seems to 
retain the hormone rubbed in for a certain time. Whether, and 

in what way, the hormone is altered in the skin, cannot be 
ascertained. 


CONCLUSIONS 


1. The skin of monkeys (baboons) is penetrable by folli- 
cular hormone. Oestrus can be produced in castrated monkeys 
by rubbing the hormone into the skin. 

2. In women from whom the ovaries have been removed, 
or in women suffering from ovarian insufficiency, clinical symp- 
toms can be produced by rubbing the hormone into the skin: 
this indicates that the skin absorbs, and is penetrated by, the 
follicular hormone. - 

3. The skin of women with normally functioning ovaries is 
penetrable by the follicular hormone to an individually vary- 
ing degree. 

4. There appears to be a connexion between ovarian insuf- 
ficiency and changes in the skin (atrophy). Administration of 
follicular hormone is of value in skin affections. 


This work was completed in 1934. However, due to outside 
circumstances, it was impossible to publish it before. In the 
meantime, other articles dealing with the same subject have been 
published, of which I should like to mention: 


Jadassohn, Uehlinger and Zuercher. Klin. Wochen., 1937. 
Voss, H. E. Klin. Wochen., 1935. 
Ito, M., S. Hajazu and T. Kon. Zentralb. f. Gyndkol.. 1937. 
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Two Cases of Endometrioma of the Umbilicus 
BY 


C. K. Vartan, F.R.C.S. (Eng.), M.C.O.G. 


Resident Assistant Physician Accoucheur, St. Bartholomew’s 
Hospital. 


ENDOMETRIOMA of the umbilicus, although well known and 
already described in the literature, is still, perhaps, of sufficient 
rarity to make the recording of these two cases recently operated 
on at St. Bartholomew’s Hospital, London, of interest. 

Strongin,’ in a paper written in 1936, gives the total number 
of cases recorded in the world up till 1935 as 68. Vanderzypen,’ 
in 1936, recorded another case. In this country, apparently the 
only case recorded is one operated on and recorded by Frederick 
Roques.* 

The various theories advanced to explain the origin of endo- 
metriosis have been fully set out elsewhere, and it is sufficient to 
state here that the consensus of opinion seems to be that Meyer’s 
theory of serosal metaplasia is probably the correct one. 

The whole of the genital tract was formed originally from the 
lining of the coelom, and there does not seem any reason to 
doubt that the peritoneum can, in response to some abnormal 
stimulus, produce elements which are microscopically identical 
with those normally found in the uterus. That the stimulus is a 
hormonal one is suggested by Strongin. It is well known that 
the anterior lobe of the pituitary gland produces hormones, the 
effects of which are reciprocal with those produced by the ovary. 
In the last decade before the menopause it is likely that the 
gonadotropic hormones of the pituitary will gain ascendancy 
over those of the ovary, the influence of which may be on the 
wane, and thus these endometriomata may be formed. 

It is to be expected, if this theory be true, that the cases 
will occur in women who are sterile, and whose ages are between 
35 and 45. This is borne out by the majority of the cases, and 
by the two to be described. It must be recorded, however, that 
a case recorded by Spitz‘ occurred in a girl aged 18, and that the 
case recorded by Roques’ was a woman who had been pregnant 
on I3 occasions. 
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Description of the cases: — 


Case I. Mrs. D. L. (16134). This patient was a woman of 34 years, wh« 
was admitted to St. Bartholomew’s Hospital on 28th November, 1936, unde: 
the care of Mr. Girling Ball, complaining of a ‘‘ lump in her navel.’’ 

She had noticed the lump 4 months prior to her admission. It hac 
steadily grown in size, and had never retrogressed. It had never caused he: 
pain, nor had it ever discharged. 

Her menses commenced at the age of 15, the cycle was 28 days, and 
the duration of the loss 3 or 4 days. The loss was always scanty. Thoug] 
married for some years, she had not borne any children. 

The description of the tumour reads as follows: ‘‘ There is a tense ova! 
swelling filling the umbilicus. It is attached to the skin over it, which is 
discoloured brown in this region. It is three-quarters of an inch in diameter. 
It extends down into the subcutaneous tissues, but is not firmly attached to 
the deeper structures.”’ 


The endometrioma was excised together with the subjacent 
structures. The urachus was observed to be running into the 
region of the lump. 

A photograph of a section of the tumour (Fig. I) is 
appended. ; 

Before the patient left the hospital I examined the pelvis, but 
was unable to detect the presence of any other endometrioma. 


CasE 2. Miss E. H., a woman aged 45, was admitted to St. Bartholo- 
mew’s Hospital, under the care of Mr. John Hosford. 

She had noticed the swelling in her umbilicus a year ago. At first it was 
single, but during the ensuing months others appeared around it, so that 
when she came to hospital her umbilicus contained a tumour not unlike a 
mulberry in appearance and of similar colour. Three months before admission 
she noticed a blood-stained discharge issuing from the navel at the time of 
the periods. Latterly, however, it had also discharged itself independently. 
During menstruation blood flows slowly and painlessly from the tumour, and 
the process lasts for many hours. 

Her periods had always been normal and she had not had any dys- 
menorrhoea. She was sterile. 

The note of the local condition states that the umbilicus is depressed, 
and in it are three nodules, the largest half an inch in diameter. They are 
spherical, smooth, and purple in colour. They are of tense consistence. On 
the surface of the largest is the opening of a minute sinus. (Fig. 2.) 


Clinical examination failed to disclose any other abnormality. 
Local excision was carried out 7 days after the patient had ceased 
to menstruate. When the abdomen was opened the pelvis was 
inspected and small fibroids were seen to be present. Other endo- 
metriomata were not seen. 
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Fic. rf. 


Tubules identical with those found in the uterine mucosa, and separated by 
a cellular fibrous tissue similar to the stroma of the endometrium, are seen. 


Fic. 2. 


A photograph of the umbilical tumour before operation. 








FIG. 3. 





A cross-section of the tumour and of the surrounding tissues. In the 
umbilicus are numerous cystic cavities, and beyond are small purple cysts 
varying in size from one-eighth of an inch to three-eighths of an inch. 








FIc. 4. 


Normal squamous stratified epithelium is seen on the surface, and deep 
to it is a circular patch of typical endometrial stroma in which can be seen 
numerous glands. These are in the quiescent, post-menstrual phase. 











TWO CASES OF ENDOMETRIOMA OF THE UMBILICUS 


On section the tumour is seen to be made up of numerous 
small cysts (Fig. 3). 

Microscopic section shows the typical appearance of an endo- 
metrioma (Fig. 4). 


I am indebted to Mr. Ball and to Mr. Hosford for the oppor- 
tunity given to me to see their cases, and for their permission to 
record these notes. 
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A case of Infarct of Brain Complicating Abortion 


BY 


R. Ketson Forp, M.D., B.S. (Lond.), M.M.S.A. 
St. Olave’s Hospital, Rotherhithe. 


IT is a recognized fact that death may occur suddenly soon 
after interference with pregnancy, particularly in the earlier 
months, without any adequate cause being found at autopsy. 
Such deaths are usually attributed to shock, so that the following 
case would appear to be of special importance in this connexion, 
apart from its considerable academic interest. 

Mrs. F. L. D. (38651), aged 36, was admitted comatose 
early in her eighth pregnancy. The period of gestation was 
estimated at about 18 weeks. The history given was that she 
had been syringing herself with the object of procuring abortion. 
Her husband had gone to work about 7 a.m., but had been 
fetched home about 11 a.m. on account of his wife’s condition. 
He had found her lying on a bed with her face distorted to one 
side, her tongue protruding, groaning and moaning. Her dress 
was not disarranged and there was no sign of recent syringing. 
On admission, she was unconscious, moaning, and somewhat 
cyanosed. There were some generalized tremors. The eyes ap- 
peared deviated to the right for a short time. The pupils were 
dilated. The knee-jerks were much exaggerated, abdominal 
reflexes were not obtained, and the plantars were extensor. The 
blood-pressure was low (96/65). The cerebro-spinal fluid was 
clear and under considerable pressure. Its urea content was 
16 mgm. per 100 c.c. Wassermann and Lange’s reactions were 
normal. The urine contained a faint trace of albumin, 
many epithelial and a few pus cells. It gave a scanty 
growth of bacillus coli on culture. A blood-count showed: red 
corpuscles, 4,800,000 per c.mm. with slight occasional poly- 
chromasia, but no _ suggestion of punctate basophilia; 
haemoglobin, 102 per cent; colour index, 1.06; white 
corpuscles, 19,400, of which 82 per cent were polymor- 
phonuclear neutrophils. Later in the day of admission, some 
degree of consciousness was regained. There were frequent 
twitchings of the right arm, leg and abdominal muscles. The 
following day, uterine haemorrhage appeared, after which the 
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patient aborted. A cervical smear produced a growth of b. coli. 
The next day pulmonary signs appeared which continued inter- 
mittently till shortly before death. She was reported to have 
spoken to her husband. Her temperature rose. A day later 
lumbar puncture was repeated. The cerebro-spinal fluid was 
this time under low pressure. Her temperature rose to 103°F. 
The day following, she appeared to appreciate sound and light; 
and on the next, the sixth of her illness, pressure discoloration 
began to appear. It should be mentioned that her cervix had 
been examined visually and appeared healthy and normal. 
Eafly the next morning she died. A post-mortem examination 
was made by Dr. W. G. Barnard. The heart showed a few 
petechial haemorrhages beneath the endocardium, and the myo- 
cardium was flabby and degenerate. There were congestion and 
oedema of the lungs; fatty degeneration of the liver; slight soft- 
ening of the spleen and cloudy swelling of both kidneys. There 
was clear demarcation of a wedge-shaped area of softening in- 
volving practically the whole of the right parietal lobe of the 
cerebrum. The blood in the cerebral vessels was fluid. The 
uterus showed evidence of recent abortion. 

Many microscopical examinations were made. The right 
parietal lobe of the brain showed small haemorrhages in the 
degenerate, partially infarcted cortical area. A small ante- 
mortem thrombus was found in the medulla. The spleen showed 
small haemorrhages, and the kidneys were in a state of sub- 
acute glomerular nephritis. 

As stated above, any interference with early pregnancy is 
accompanied by the risk of sudden death, quite apart from those 
of haemorrhage and sepsis, and this risk is apparently much in- 
creased in criminal cases. In these cases death usually occurs 
suddenly, soon after interference, and post-mortem examination 
fails to reveal the actual cause. It is suggested that an explana- 
tion may be revealed through the instance recorded here. Death 
did not take place for nearly a week after interference, thus 
giving sufficient time for tissue changes to develop as a result of 
the initial circulatory interference. Hence, it was possible to 
determine the area involved macroscopically and to demonstrate 
the changes microscopically. 

There remains the question of the nature of the embolus, 
which, in this instance, might have been of air, soap solution, 
chorionic trophoblast, or a portion of clot detached from a retro- 
placental haematoma. In this respect the lapse of time between 
the development of the lesion and the examination of the 
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material was unfortunately sufficient for such disintegration ot 
the embolus which careful microscopic search failed to reveal any 
evidence as to its nature. The following comments are, however, 
permissible. It has been shown experimentally that relatively 
very large volumes of air have to be admitted into the circula- 
tion before air embolism is produced at all. There is very little 
likelihood that sufficient could enter through the uterus to pro- 
duce this type of lesion without having effects elsewhere, parti- 
cularly in the lungs. Similar considerations apply in the case of 
soap solution, but only to a slight extent, for this would presum- 
ably become mixed with blood in the inferior vena cava dnd 
heart, and if any passed through the lungs unchanged, it would 
probably be sufficiently fluid to pass also through the cerebral 
vessels. In considering chorionic trophoblast as a possible source 
of the embolism two aspects must be mentioned. Firstly, such 
small emboli have been demonstrated in the lungs; and 
secondly, though very rare by paralyses such as hemiplegia, 
usually transient, may occur during otherwise normal pregnan- 
cies in which there has not been any interference whatever. As 
these may be met with in the first half of pregnancy when 
trophoblastic activity is greatest, embolism by these cells has 
been suggested as a possible cause. There is, however, no defi- 
nite evidence one way or the other. As regards an embolism 
derived from retroplacental clot, there is the positive evidence 
of an ante-mortem thrombus in the medulla in this same 
patient. There was no information as to the time at which the 
patient last douched herself, but her state when found and the 
condition of the utensils made it certain that an appreciable in- 
terval had elapsed. There was, therefore, time during which a 
clot could have formed. Hence, it is submitted that, without any 
definite proof, there are grounds for assuming that the infarct 
of brain resulted from a tissue embolism. 

In conclusion, it is suggested that this case may provide an 
important clue to the nature of the shock to which sudden 
death in similar circumstances is usually attributed, though 
there do not appear at present to be any sound reasons for ex- 
tending the same theory to cover obstetric shock in general. 





A Case of Spontaneous Rupture of the Uterus 
following Caesarean Section 


BY 


R. KELson Forp, M.D., B.S. (Lond.), M.M.S.A. 
St. Olave’s Hospital, Rotherhithe. 


SEVERAL interesting features are exhibited by the following case 
(51976). 

Mrs. S. A. R., aged 42, attended antenatally at about 32 
weeks in her eighth pregnancy. She gave a history of normal 
pregnancies and confinements except as regards the sixth, when 
she underwent Caesarean section at another hospital for ante- 
partum haemorrhage. She stated also that the wound ‘“‘went 
septic’’. She had, however, had a normal pregnancy and labour 
since. A fortnight later it was noted that the foetal head was 
engaging. Three weeks later again, she complained of some 
vague abdominal pain, which did not interfere with her getting 
about freely. As it was observed that she had a somewhat lax 
abdominal wall and was not wearing any support, some pro- 
vision was advised. Two weeks later she was admitted, not 
having attended again, which she explained by saying that she 
had had influenza for over a week. She complained of pain 
over the upper region of the abdominal swelling and of 
marked generalized abdominal tenderness, which had been 
present for about 3 days, and which she said was quite dif- 
ferent from the general ache which she had felt for 2 or 
3 weeks. She still had cough and shortness of breath. In 
all she had vomited only once. There was dark vaginal 
haemorrhage, not great in amount, which had been also present 
for about 2 or 3 days. At its onset she had experienced a 
very sharp abdominal pain. On examination, she was pale and 
cyanosed, and her expression was anxious. Her pulse-rate was 
108, but her temperature was normal. There was evidence of 
bronchitis with some dyspnoea. Abdominally the gestation-sac 
was extremely tender, though there was no tenderness else- 
where. The foetal head was high, and the foetal heart could not 
be heard. The cervix was soft, patulous and admitted one 
finger. What appeared to be blood-clot was felt within, and 
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foetal parts or membranes could not be reached. A diagnosis 
of extra-uterine gestation was made, possibly secondary to rup- 
ture of the uterus, and the foetus was considered dead. The 
chest condition was felt to demand prior consideration. On the 
advice, therefore, of Mr. C. M. Gwillim, expectant treatment 
was adopted. During the next few days the temperature rose 
steadily till on the sixth day from admission it reached 104°F. 
Abdominal tenderness gradually diminished, vaginal loss in- 
creased and then diminished, the chest signs diminished and the 
general condition improved considerably. On this day, however, 
spontaneous diarrhoea appeared and continued for several days, 
during which the vaginal discharge became very offensive. For a 
short period there was also delirium. Pelvic examination 12 
days after admission showed the uterus becoming small and 
mobile. Intra-uterine treatment with glycerine containing I per 
cent mercurochrome was instituted. The patient having been 
given blood and gum acacia transfusion, Mr. Gwillim operated 15 
days after admission. There was a large false sac adherent to 
the anterior abdominal wall and shutting off the intestines 
which were not seen. An intensely foul, putrefying foetus was 
removed with its placenta, which had no attachment. The whole 
cavity was swabbed out thoroughly. A hole was easily seen in 
the anterior wall of the contracted uterus, and through this a 
tube was inserted to the cervix. Another tube was inserted to 
the site of rupture, the fundus peing adherent to the region of 
the promontory. The abdomen was then closed in layers. For 
several days glycerine was instilled through the abdominal 
drainage tube. The cavity of the false sac diminished rapidly in 
size. Five weeks after the operation the patient was apparently 
quite well, with a firmly healed abdominal wound. On pelvic 
examination, the uterus was small, anteverted and quite mobile. 

This, then, was a case in which the uterine scar of a 
Caesarean section had successfully withstood the strain of a 
normal pregnancy and labour, but had ruptured before the on- 
set of labour late in a subsequent pregnancy. The secondary 
gestation sac became grossly infected inside, without being 
associated with general peritonitis. In spite of complication by 
pre-existent acute bronchitis, ultimately a complete recovery 
was achieved. 


I wish to thank Mr. Gwillim for his close interest and con- 
stant supervision of this case, as well as for operating. 
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A Case of Locked Twins 


BY 
P. G. Preston, M.B., Ch.B. (Sheff.), M.C.O.G. 
Medical Officer, Kenya Colony 


INTERLOCKING of twins is apparently a very rare condition, so 
much so that Fairbairn’ says: 


The only difficulty in labour peculiar to twins which is treated of at 
length in the books is that of the interlocking of the presenting parts . . . 
a complication I have always had hopes of meeting, but never had my 
wish gratified. 

Locked twins are extremely rare, and the attention paid to them in 
textbooks seems to have arisen rather from the exciting pictures supplied 
by imaginative artists calling for adequate explanatory matter to justify 
their insertion, than the experience of authors in dealing with such cases. 

Smellie says twins seldom obstruct one another, and in his Collection 
of Cases (No. xxxvii) does not record any personal experience; Munro 
Kerr says he has only seen locked twins once in a case of premature 
labour, when both children were small, and quotes Braun’s statistics 
from Vienna that locking occurred there once in 90,000 cases. 


The Ten Teachers’, in their well-known book on Midwifery, 
make similar remarks, whereas Jellett® and Herman‘, in their 
works, describe in detail the interlocking of twins with multiple 
diagrams and pictures of different types of interlocking of twins. 

I am of the opinion that the following case may possibly be 
of interest: 


A Kikuyu (East African native) woman was brought into hospital 
on September 30th, 1936, with a history of having been in labour for 
three days. Her last menstrual period was in December 1935. She has 
had 12 children, only one being born alive. She apparently becomes 
pregnant annually. She stated that a month after the birth of one 
child she again becomes pregnant. Each labour was delayed, the second 
stage lasting for a period of 12 hours or more. She had had one 
miscarriage at four months. All the puerperia had been normal. 
Labour started on September 27th, at about 6 p.m. The membranes 
ruptured at about noon on the 28th, and movements of the child had 
not been felt since the day _ before. 

On admission to hospital at 3 p.m. on September 30th her tempera- 
ture was 98.6°F., her pulse-rate 96, she had passed urine three hours 
prior to admission, and she seemed to be in a fairly good condition, 
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On examination a tense hard swelling was felt in the upper abdomen, 
and in addition a large fluctuant swelling reaching from the symphysis 
pubis to a point two inches above the umbilicus, due to distension of the 
bladder. Foetal heart-sounds could not be heard and the uterine 
souffle was soft and indistinct. 

The uterus was in state of tonic contraction. The pelvic measure. 
ments were: Inter-cristal 934 inches, inter-spinous 8% inches, external 
conjugate 634 inches; diagonal conjugate 334 inches and true conjugate 
3% inches, measured later on. 

I was unable to palpate the position of the foetus owing to the spasm 
of the uterus, but I found that a head was presenting and was in the 
pelvis. 


The patient was given a general anaesthetic and the bladder 
catherized, about 6 pints of concentrated urine were withdrawn. 

On vaginal examination I found a head in the vagina, lying 
in the left occipito anterior position. The head was not tightly 
engaged in the pelvis, so I applied the forceps, which slipped 
off. Knowing that the child was dead I then perforated its head 
and applied the craniotomy forceps, but they came away with a 
piece of the skull. 

Having decided that there was some abnormal condition, 
I inserted my hand into the uterus and found the case was one 
of twins, and that the first child’s posterior shoulder was locked 
against the anterior groin of the second child, which was lying 
in a transverse position. Having pushed the first child back, I 
seized a leg of the second child and, by bringing down both legs, 
delivered the child as a breech. Then the first child’s hands 
came down persistently so I performed an internal version, 
bringing down a leg, and during this operation an internal con- 
traction ring was felt about the centre of the uterus. 

Following the delivery of the placentae, the patient was 
given a hypodermic injection of 1 c.c. of pituitrin and, as is my 
custom, 50 c.c. of acriflavine and glycerine (I : 500) were injected 
into the uterus as prophylactic against puerperal sepsis. The 
patient was also given an intramuscular injection of 8 c.c. of 
puerperal anti-streptococcal serum, and in addition 1.7 c.c. of 
coramine, as she was suffering from a fair amount of shock. 

The twins were males, having separate placentae, and each 
weighed 5 pounds. 

The measurements of the skull of the uninjured twin were: 
sub-occipito bregmatic, 4 inches; sub-occipito frontal, 4 inches; 
occipito frontal, 4} inches; sub-mento bregmatic, 4 inches; sub- 
mento vertical, 43 inches; mento vertical, 5 inches; bi-temporal, 
33 inches; bi-mastoid, 2? inches; circumference, 12} inches. 
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If the twins had been alive I should have performed 
Caesarean section, but, as the parents were very anxious to have 
a live child, I decided against the operation, because, in my 
opinion, it is dangerous to perform a Caesarean section, and 
thereby expose a native woman to the risk of having another 
obstructed labour in the ‘ Reserve’ miles away from hospital, 
with the possible result of a ruptured uterus, which is not an 
uncommon occurrence in this particular district. The patient 
made a slow, but complete recovery. 


I am indebted to the Honorable Director of Medical Services 
of the Colony and Protectorate of Kenya for permission to pub- 
lish this case. 
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Radiograms taken during Labour from its onset 
until the Head is Born, indicating the 
Position of the Anterior and 
Posterior Shoulders 


BY 


Dr. N. A. PurRAnpDarE, M.D., F.C.P.S. 


Hon. Visiting Obstetrician, Sir N. M. Wadia Maternity Hospital; 

Hon. Gynaecologist, King Edward Memorial Hospital, Bombay ; 

Hon. Lecturer in Midwifery and Gynaecology, Seth G. S. Medical 
College, Bombay. 


In the latter weeks of pregnancy the recognition of the anterior 
shoulder helps to distinguish positions in vertex presentation, 
and to estimate the amount of engagement of the head. If it is 
followed during labour the anterior shoulder is serviceable in 
showing how the labour is progressing and whether the internal 
rotation has begun. The latter information is very useful, especi- 
ally in relation to the occipito-posterior position. The descent of 
the anterior shoulder can be estimated by measuring its level on 
the middle line from the top of the symphysis pubis. So long as 
it is above the brim, it can be distinguished by abdominal pal- 
pation. But when it has further descended, it becomes the more 
difficult to make out by palpation. It is then that radio- 
grams are helpful in determining the exact situation of the 
shoulder in the pelvis. Realizing this, a series of radiograms was 
obtained from the onset of labour to the delivery of the head 
in the left occipito-anterior and the right occipito-posterior posi- 
tions. But the task of taking the series was not easy: first to 
have a complete series until the head was delivered, the patient 
had to be confined on the X-ray table, there taking all the 
necessary aseptic precautions. During this exposure, though 
short, either the mother or the child moved obscuring one of 
the films and entailing taking a fresh series. Sometimes, the 
exposure may turn out to be more or less than needed. In this 
way several series had to be spoiled and, therefore, much time 
was wasted. 


726 
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While taking the series, the first thing that impressed me as 
I obtained the lateral views was to find in the occipito-posterior 
position the cervical spine not merely straight from extension of 
the head, but it even appeared over-extended with the con- 
vexity forward. This state of the cervical spine was maintained 
until the head descended on the pelvic floor. When this peculi- 
arity was first noticed, it occurred to me that it might be 
accidental; so more radiograms representing the lateral view 
were taken of other cases with occipito-posterior position, which 
also showed the same thing. It thereby conclusively proves that 
such condition is always present. 

Again as the head glides over the perineum and undergoes 
internal rotation, the trunk does not follow the internal rotation 
of the head to the same extent in both anterior and posterior 
positions. In the anterior position the back nearly rotates for- 
wards, carrying the spine almost to the middle and the shoulders 
to the sides, whereas in the posterior position the back rotates 
slightly forwards, the anterior shoulder just crossing the middle 
line. The explanation that can be advanced is that, in the anr- 
terior position the back, being to the front, can easily glide along 
the concave anterior wall of the uterus; while in the posterior 
position the back, situated behind, has to pass along the side of 
the uterus and then along the anterior wall, thus meeting with 
greater resistance. In consequence the back does not rotate so 
much forward as it does in the anterior position by the time 
the head is born. I can even maintain that I have during labour 
noticed corresponding rotation of the anterior shoulder by abdo- 
minal palpation, which I invariably do as I attend any case. 

The radiograms also show that while the trunk is rotating 
the ribs on the side rotating forward are elongated and crowded 
together; whereas those of the posterior side are bulging out and 
separated, showing that the anterior side is subjected to more 
compression. This compression of the anterior side of the chest 
is most when the posterior shoulder is sweeping over the peri- 
neum. This, however, is not to be seen in the anterior position 
when the back has completely rotated forwards and the shoulders 
are lying transversely. Here I must contend that in some of the _ 
anterior positions the rotation of the back is complete before the 
head is liberated, while in others it is incomplete and the shoulders 
are then seen lying midway between the oblique and the trans- 
verse diameters. This accounts for what is observed after the 
head is released, viz. that in some cases in which the back rotates 
forward completely, the head remains looking to the perineum 
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without undergoing restitution from half a minute to two 
minutes, while in others with incomplete rotation restitution is 
noticed on delivery of the head. 

In the posterior position the internal rotation of the back, 
as stated above, has not been obseryed to be complete. Besides 
this, in this position the spine appears to be more extended and 
the pelvic pole even slightly bent back. 


I have much pleasure in acknowledging with thanks the great 
help that I received from Dr. B. R. Pathankar, M.D., M.S., in 
taking the zadiograms. 





ANTERIOR POSITION: VERTEX I. 
(Thick lines represent Anterior Shoulder.) 


Fic. 1. At the onset of labour, the anterior shoulder is to the left of the 
middle line and the posterior to the right, both at the level of the fifth 
lumbar vertebra. The shoulders are as though in the direction of the right 
oblique diameter. 


Fic. 2. Internal rotation has begun. The anterior shoulder is at the 
level of the middle point on the promontory of the sacrum. The anterior 
arm crosses the spine obliquely upwards and to the right, the forearm is 
flexed. The posterior arm has passed over the spine and is lying some 
distance to the left of it. The back has turned a little forwards, 





Fic. 3. Further internal rotation. The anterior shoulder has come to 
the right of the promortory. The back has turned forward and the posterior 
shoulder is rotating forward and is seen farther from the mother’s spine. 


T e-4-- 
Sw. 
ea 


Fic. 4. The head has descended to the lower border of the symphysis 
pubis but is yet oblique, the internal rotation not being complete. The 
anterior shoulder has turned more towards the right side, the shadow is seen 
as if in front of the right wing of the sacrum. The posterior shoulder has 
descended and is at the upper border of the last lumbar vertebra, the arm 
crossing the spine obliquely to the right; the back has turned still more 
forwards and the spine has become straight from extension. 





Fic. 5. The occiput is rising in front of the os pubis; the internal rotation 
of the head is approaching completion. The shoulders are at the level of 
the pelvic brim. The back is almost to the front. 


Fic. 6. The head is crowned and is lying antero-posteriorly. The shoulders 
are in the cavity, both being nearly at the same level and lying in a diameter 
midway between the transverse and oblique diameters. Marked extension 
of the spine is seen in the cervical and upper dorsal regions. 











Fic. 7. The head is delivered. The posterior shoulder is gliding over the 
perineum and is at a very low level. The anterior shoulder is high, at the 
level of the sciatic notch. Since the posterior shoulder is gliding over the 
perineum the anterior side of the thorax (the right side of the chest) is bent 
over the posterior side (the left side), the ribs are brought closer together. 








POSTERIOR POSITION: VERTEX III. 


ow wren, 


Fic. 1. The anterior shoulder is faintly visible, situated laterally and in 
front of the iliac fossa. The posterior shoulder is not discernible. The spine 


is to the right and behind. 


Fic. 2. The head has descended farther; the shoulders are in the direction 
of the left oblique diameter, the anterior lower than the posterior. The 
anterior is as if in front of the iliac fossa at its upper part, the posterior to 
the left of the spine at the level of the second to the fourth lumbar vertebra. 





Fic. 3. The head has approached to the lower border of the os pubis and 
is directed obliquely. The shoulders are above the level of the pelvic brim. 
The posterior shoulder is against the fifth lumbar vertebra at its middle. 
This shows that the back has turned a little forwards and become less bent. 


Fic. 4. The occiput has descended below the pubis. The shoulders are 
below the brim. The anterior shoulder has rotated inwards but is just to 
the right of the middle line. The spine has extended and is nearly straight. 
The back has turned more forwards. 





Fic. 5. The head is delivered. The posterior shoulder is gliding over the 
perineum and has come to a level below the lower border of the pubis; the 
anterior shoulder is steady at a higher level, a little to the left of the middle 
line. The left side of the chest is bent as the right shoulder is sweeping over 
the perineum. The spine is somewhat over-extended below. 





ANTERIOR POSITION. VERTEX I. 


(Indicating complete rotation of the back.) 





Fic. 1. The occiput has reached the lower border of the pubis and is 
lying in the antero-posterior diameter. The back has completely rotated 
forward. The shoulders are in the transverse diameter. 





Pregnancy after Haematocolpos 


BY 


W. N. SEARLE, M.B., Ch.B. (N.Z.), F.R.C.S. (Edin.), M.C.O.G. 


Obstetric Tutor to the Westminster Hospital; 
Registrar, The Chelsea Hospital for Women. 


In 1933 I reported the earlier history of this case.* The subse- 
quent history has been of sufficient interest to justify a further 
record. 

Briefly the story was as follows. At the age of 32 the patient 
reported at the Out-patient Department of the Chelsea Hospital 
for Women on account of a 2 years’ history of difficulty in mic- 
turition. She found it necessary to press on the lower abdomen 
to initiate the act. This was the only symptom. She had been 
married 14 years and neither she nor her husband appeared to 
realize that intercourse had been other than normal. 

In spite of obesity a large regular tense mass arising from the 
pelvis and extending halfway between umbilicus and ensiform 
cartilage was easily palpable. The hymen was imperforate but 
did not bulge and at no time had there been abdominal pain. 
The condition was correctly diagnosed as haematocolpos and 
nearly 4 pints of tarry blood were drained away when the hymen 
was excised. 

The convalescence was uneventful. Before her discharge a 
vaginal examination did not reveal anything except the huge 
dimensions of the vagina. The cervix was not reached and the 
uterus could not be palpated. Menstruation followed at regular 
intervals. After 3 months one unsuccessfully tried to persuade 
her to enter hospital for the purpose of re-examination and to 
establish the patency or otherwise of the Fallopian tubes. When, 
in 1936, 4 years later, she reported at Westminster Antenatal 
Clinic she was about 5 months pregnant. 

The vagina showed an astonishing degree of involution. It 
was possibly a little larger than that of the average nulliparous 
woman, but it would accommodate a number 7 ring pessary only 
with difficulty and the cervix and posterior fornix could be easily 
reached by the examining finger. 


* Lancet, May 6th, 1933. 
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She developed albuminuria with rising blood-pressure in the 
latter months of her pregnancy. Added to this was a minor 
degree of disproportion with non-engagement of the foetal head. 
A male child weighing 10 pounds 9} ounces was delivered by 
Caesarean section and the patient made a good recovery. 

Perhaps the most striking features of the case are the occur- 
rence of pregnancy after a long-standing haematocolpos of such 
a size and the remarkable involution of the vagina. I have been 
unable to discover a similar case in the literature. 

I have to thank Mr. Aubrey Goodwin for allowing me to 
publish the recent history of this case. 





Nystagmus Associated with Hyperemesis Gravidarum 


BY 


J. BERNARD Dawson, M.D. (Lond.), F.R.C.S. (England), 
F.C.0.G. 


Professor of Obstetrics and Gynaecology, University of 
Otago, New Zealand. 


THIs short note is written not for any assertion of the frequency 
or prognostic value of nystagmus in cases of grave vomiting of 
pregnancy but to attract attention to this clinical sign which 
has hitherto not been mentioned, so far as the writer is aware. 
Early in 1936 during the investigation of a case of hypere- 
mesis gravidarum, icterus of the conjunctivae being sought, it 
was noticed that the patient had a marked horizontal nystag- 
mus. 
Since that time all cases of vomiting admitted to the Dunedin 
Hospital have been carefully examined for this sign. The 
numbers are small, there being only 13 cases under review. Of 
these, 7 were of moderate severity, responding to conserva- 
tive treatment and none of them showing any nystagmus. The 
remaining 6 were all very severe cases relieved only by termina- 
tion of the pregnancy. This alarming incidence of cases requir- 
ing abortion has been apparently a fortuitous experience for a 
survey of cases over 5 years showed that therapeutic abortion 
was necessary in 19 per cent of cases, a figure which compares 
favourably with those of other hospitals dealing with emer- 
gencies. Of these 6 patients, 4 had a horizontal nystagmus. 
The case in which this sign was first observed was a grave 
one. The patient. was pregnant for the third time, the first 
pregnancy having been marked with severe vomiting in the 
early months but went to term with the birth of a living child; 
the.second after 6 weeks of vomiting ended in spontaneous 
abortion at the twelfth week. On admission the patient was 12 
weeks pregnant and had been vomiting with progressing severity 
for two months. She was treated expectantly for 12 days, but 
failed to respond, her condition deteriorating so gravely that the 
uterus was emptied. The convalescence was prolonged on 
account of various neuropathic conditions for which she was 
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transferred to the medical ward, and it was 3 months before the 
nystagmus disappeared. 

The second case was a primigravida admitted with a history 
of 2 months of severe vomiting. She was gravely ill and after 
14 days’ conservative treatment the pregnancy was terminated. 
Unfortunately this failed to save her life, which ended 6 days 
after the operation. Two days prior to operation she experi- 
enced difficulty in focusing and was found to have a marked 
horizontal nystagmus. 

The third case was a woman pregnant for the second time, 
the first having ended in a live birth at term, but characterized 
by severe vomiting in the early months. For 6 days she received 
unavailing treatment before termination of the gestation. 
Horizontal nystagmus was present for 2 days prior to operation, 
but disappeared by the fourth day after operation. 

The fourth case was very similar, in a woman two months 
advanced in her fourth pregnancy. Nystagmus was noticed on 
admission, but disappeared 3 days after operation. 

In none of the cases were any fundal changes noticed, but 
in the second case there was some difficulty with accommo- 
dation. There was no other evidence of lesions of the central 
nervous system or the labyrinth. 

Russell Brain, in his ‘‘Diseases of the Nervous System’’, 
discusses nystagmus due to weakness of the ocular muscles in 
“‘polyneuritis, especially alcoholic polyneuritis, myasthenia 
gravis, botulism, and various forms of poisoning.”’ 

E. Ruttin, in Acta Oto-Laryn., xxiii, 410-413, 1936, describes 
the occurrence of vertigo and nystagmus in a case of poisoning 
by benzene gas. The nystagmus noticed in the cases of hypere- 
mesis gravidarum can probably be ascribed to a similar cause, 
to weakness of the ocular muscles secondary to the toxic state 
underlying the vomiting. 

The nystagmus appears to be a sign of some importance in 
prognosis as it is absent in the milder cases and noticed in 4 out 
of 6 cases in which it was necessary to terminate the pregnancy. 

As already stated the purpose of this note is to draw atten- 
tion to this sign of severe toxaemia and ask that it may be 
inquired for and efforts made to assess its value as a prognostic 
phenomenon. 





An Unusual Complication of External Cephalic Version 


BY 


Joun D. FLEw, M.D., B.S. (Lond.), M.C.O.G. 


Physcian, Antenatal Department, Queen Charlotte’s Hospital ; 
First Obstetric Assistant, University College Hospital. 


THE following case seems worthy of placing on record, not only 
on account of its rarity, but because of the dangers to which it 
may give rise if undiagnosed. Farquhar Murray’ mentions 4 
similar cases and McCullagh’ reports 4 cases of rupture of the 
uterus, believed to be due to the same cause. 

A primigravida, aged 30, was found to have a breech presen- 
tation at the 35th week of pregnancy. An X-ray examination 
confirmed this and showed both legs extended with the feet 
apparently lying on either side of the face. There was not any 
evidence suggestive of placenta praevia and her pelvis was 
normal. At the 36th week of pregnancy external cephalic version 
was easily performed, in the direction of flexion, under ether 
anaesthesia, and the head could be pushed through the pelvic 
brim. 

Labour commenced approximately 14 hours after the version 
and the membranes ruptured at the onset of pains. The position 
appeared to be right occipito anterior with the head well flexed. 
Pains were strong, occurring every 3 minutes, and after 8 hours 
of labour the head was well engaged with the maximal diameter 
through the brim so that the head could only just be felt on 
abdominal palpation. A vaginal examination was then made and 
the cervix was found to be three-quarters dilated. Both feet were 
felt in the vagina lying well in front of the head, on which was a 
moderately large caput succedaneum. 

Under deep chloroform anaesthesia an attempt was made 
manually to replace the feet above the head, but this was found 
to be impossible. An internal podalic version was, therefore, 
performed and the child delivered at once as a breech. Both 
arms were extended and were brought down without difficulty. 
The child was alive and weighed 6 pounds 14 ounces. 

On examination both feet were enormously oedematous, the 
oedema extending approximately 1.5 inches above the malleoli, 
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At the upper limit of this oedema there was an area about 1 inch 
in depth, of redness of the skin suggesting pressure points, and 
over the right parietal bone there were similar marks. 

One week after delivery the child seemed healthy, except for 
a dropped foot on the left side, and there has been some slough- 
ing of the skin over the pressure points on the legs. The oedema 
of the feet has disappeared leaving marked laxity of the skin in 
the appropriate areas. 


REFERENCES. 


1. Murray, E. Farquhar. Brit. Med. Journ., 1933, ii, 1. 
2. McCullagh, W. M.H. Brit. Med. Journ., 1933, ii, 646-7. 





Neglected Shoulder Presentation : Decapitation by the 
Blond-Heidler Instrument 


BY 


C. McINTosH MARSHALL, M.B., Ch.B. (N.Z.), 
F.R.C.S. (Eng.). 


Honorary Assistant Surgeon, Liverpool Maternity Hospital. 


WHEN the foetus is alive the question of decapitation will rarely 
arise. Here it may usually be assumed that retraction of the 
upper, and consequent thinning of the lower, segment will not 
have progressed to such a degree as to render version dangerous. 
But when the foetus is dead and its death has not obviously 
resulted from prolapse of the umbilical cord, it will be wiser, at 
least in the first place, to make the very opposite assumption. In 
this case the possibility that decapitation may be the safer course 
should certainly enter the mind. Yet it is evident from the pub- 
lished reports of maternity hospitals in this country that, even 
when the child has been noted as “‘dead on admission’’, delivery 
is almost invariably effected by version. In some instances de- 
capitation would possibly have subjected the mother to less 
risk. It may merely be coincidence, but the two fatalities within 
my personal knowledge occurred from rupture of the uterus fol- 
lowing delivery by version of infants already dead. 

The common practice of delivering nearly all such cases 
by version may be due to the fear that decapitation is as for- 
midable as it sounds. It is never a really difficult operation, but 
some methods of performing it are simpler and easier than others. 
During 1936, two opportunities occurred for trying a method 
which I had found was very popular in some German clinics. 
The Blond-Heidler’ instrument and the method of using it can be 
clearly understood from the illustrations and a brief description 
of the first case. 


A.J.K., 14-para, was admitted to the hospital from the District 
Service. Strong second-stage pains had been present for two hours and 
were recurring at intervals of less than one minute. The long axis of 
the uterus was almost vertical, and from inspection alone a shoulder 
presentation would not have been suspected. The head was in the 
right iliac fossa. Foetal heart-sounds could not be heard. The elbow 
was visible in the vulva and circulatory response was absent in the skin, 
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Under ether anaesthesia the forearm was delivered and gently drawn 
upon with the right hand. The left hand was inserted and the acutely 
angled neck surrounded by the thumb in front and the fingers behind. 
The thimble was transferred without difficulty to the middle finger, 
the hand withdrawn, and the saw brought into position. A few quick 
movements divided the neck with an ease and speed which were really 
surprising. The operation and delivery did not take more than three 
minutes. 


In the above patient the conditions within the uterus showed 
that delivery by version would have been possible but not nearly 
so easy or safe as this method of decapitation proved to be. 

Though the second case was not so successful, it was an even 
better test of the method. The arm was outside the vulva and 
the shoulder deeply wedged in the pelvis. The uterus was 
tonically contracted, and version would have been quite im- 
possible. In treating it by the above method, difficulty arose in 
lifting the thimble from the thumb to which it was held by a 
strong suction force. With a light push from a long Willett’s 
forceps it was, however, easily dislodged and the saw drawn into 
position. Just as division of the cervical spine was almost com- 
plete the saw broke, but the soft structure of the neck could 
be drawn down and severed with the scissors. The wire saw is 
perfectly trustworthy if not used too often. This one had 
become frayed from much practice on the dead foetus and 
mannequin. 

The apparatus is simple, and there is nothing about it that 
can inflict damage to the maternal soft parts. Only a minimal 
amount of manipulation is necessary in order to place the saw 
in position round the neck. The neck is severed cleanly and 
projecting spicules of bone are not left. In Stoeckel’s’ view (1930) 
this method will establish itself as the best method of performing 
decapitation. 


REFERENCES. 
1. Blond-Heidler, H. Zentralb. f. Gynakol., 1923, xlvii, 1097, 1815. 
2. Stoeckel, W. Lehrb, der Geburtsh., 1930 (G. Fischer, Jena.) 





The saw is approximately 43 cm long, about 1mm. in diameter, and is 

made up of numerous strands of very fine aluminium bronze wire. The 

cuter two-thirds are encased in narrow-bore rubber tubing. Two small 

detachable handles are provided. One end of the saw is threaded into 

a special slot in the thimble, on the end of which is mounted a rigid metal 
loop. 





Fic. 2. 


The neck is tightly compressed with the hand—the thumb in front carrying 
the thimble with saw attached, and the fingers behind. The point of the 
middle finger has been passed into the loop and the thimble is about to be 
lifted off the thumb and brought down behind the neck and outside the vulva. 





Fic. 3. 


Right dorso-posterior position. Left hand also prolapsed. The saw is in 

position round the neck and the handles have been attached. Division of 

the neck is carried out by rapid sawing movements in the same way as 
pubiotomy is performed with the Gigli saw. (Drawn from a film). 





FIG. 4. 


Infant from first case, showing clean division of the neck. 





The Results in the Treatment of Malignant Tumours of the 
Female Sexual Organs, in the Gynaecological Clinic of 
‘the University at Amsterdam (Director, Prof. Dr. 

A. H. M. J. Van Rooy) in the years 1923 
up to and including 1931. 


BY 


Dr. W. P. PLATE, 
Second Assistant. 


DuRING the years 1923 up to and including 1931, 545 patients 
were treated in the Gynaecological Clinic whom microscopic 
examination had shown to be suffering from malignant tumour 
of the sexual organs. The most current opinion is that a cure 
may be said to have been brought about if the patient is healthy 
five years after treatment. As far as possible, the patients were 
regularly controlled, their particulars being noted down in a 
card-index system adapted for the purpose.* A number of 
patients had perforce to be entered in the statistics as “‘un- 
known’’. In order to make the figures as pure as possible, these 
unknown patients were regarded as deceased; in the calculation 
of the percentage of cures, only those patients who were known to 
be well at least 5 years later were being inserted in the following 
tables as cured. 
The diagnosis arrived at in the 545 patients is to be seen in 
Table I. 
TABLE I. 
Carcinoma colli uteri 
Carcinoma corporis uteri 
Carcinoma ovarii 
Carcinoma tubae 
Carcinoma vaginae 
Carcinoma vulvae ... 
Sarcoma colli uteri 
Sarcoma corporis uteri... 
Sarcoma ovarii 
Sarcoma vaginae 
Sarcoma vulvae ae 
Chorion-epithelioma uteri 
Chorion-epithelioma vaginae ... 





* A description of this system is to be found in the Nederlandsch 
Tijdschrift voor Geneeskunde, 1935, page 4035. 
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Carcinoma colli uteri is nowadays almost exclusively treated 
with radium, if need in combination with X-rays. This radium- 
therapy, which was introduced in 1923 by Professor Van Rooy, 
is always given by the same radiologist, Dr. Heukensfeldt 
Jansen.* Formerly the radical abdominal operation of Wertheim 
was especially employed. The different methods of treatment and 
their results will appear from Table II. The absolute recovery 
figure for carcinoma colli uteri is 117 : 357 = 32.8 per cent. 


TABLE II: 


Carcinoma colli uteri. 
Method of treatment Number of Healthy after 
patients 5-6 years 

Radium :(and \erays) i000) bet ee ee 240 87 
Wertheim’s operation ..:... 70 22 
Other operations (extirpation of: uterus 

and adnexa, hysterectomy, portio- 

amputation) a 
X-rays, later radium ... 
X-rays only ; aes 
Radium and X-rays, ‘eter ‘ieutiepedion 

of uterus and adnexa ec 
Symptomatic therapy <5 ~-..300 35° > 0s II 


357 


The patients treated with radium according to the standard 
method merit further consideration. The absolute recovery figure 
is 87:240= 36.3 per cent. If these patients are divided into the 
4 groups fixed by the Radiological Committee of the League of 
Nations, the results are obtained which have been put down in 
Table III. 


TABLE III. 


Carcinoma colli uteri, treated with radium. 
Absolute 
Number of Healthy after recovery figure 
Group patients 5 to 6 years Per cent 
I ; 43 57:3 
II 78 ; 24 30.8 
80 i 20 25 


IV ae a o 





* For the technique see the article by Dr. Heukensfeldt Jansen in 
Strahlentherapie, Vol. 56 (1936). 
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Groups I and II are the cases suitable for operation, and 
together they have an absolute recovery figure of 67:153=43.8 
per cent. 

In carcinoma corporis uteri the principal therapy is extirpa- 
tion of uterus and adnexa, mostly followed by X-ray treatment. 
If there are any contra-indications against operation the so- 
called chemical hysterectomy with chloretum zincicum* is often 
resorted to. Table IV gives a survey of the results of the 
different methods of treating corpus carcinoma. The absolute 
recovery figure is 38:67=56.7 per cent. 


TABLE IV 


Carcinoma corporis uteri. 
Number Healthy after 
Method of treatment of patients 5 to 6 years 


Extirpation of uterus and adnexa ig 
X-rays) . waa ror 34 
Chemical hysterectomy (and X-rays) a 12 
Extirpation of uterus and adnexa, 
later radium ... 
Hysterectomy (and entiagetiion a one 
adnexum and X-rays) 
Supravaginal amputation of the teeta onl 
extirpation of one adnexum and X-rays 
Chemical hysterectomy, later extirpation of 
uterus-rest and adnexa 
Chemical hysterectomy, later extirpation of 
uterus-rest avis 
Chemical hysterectomy, later radium 
Radium (and X-rays) 
X-ray treatment only ... 


67 


In carcinoma ovarii (Table V) the therapy is nearly always 
operative: if possible the whole genital apparatus is removed 
and X-ray treatment afterwards given. Sometimes it is only 
possible to take away the tumour, and in a few cases even this 
cannot be done and then X-ray treatment or symptomatic ther- 
apy must suffice. It also happens that an innocent-looking 
ovarian cystoma is removed and that carcinoma is found in the 


* For the technique see, inter alia, Driessen, Nederlandsch Tijdschrift voor 
Verloskunde, xxxii (1927), p. 29. 
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microscopic examination. The absolute recovery figure for 
ovarian carcinoma is small, namely 9:57=15.8 per cent 


TABLE V. 
Carcinoma ovarii. 


Number Healthy after 
Method of treatment of patients 5 to 6 years 
Extirpation of uterus and adnexa and - 
X-rays ws 26 4 
Supravaginal amputation of the ates and 
extirpation of both adnexa (and X-rays) 
Hysterectomy and extirpation of one 
adnexum and X-rays 
Supravaginal amputation of the uterus and 
extirpation of one adnexum and X-rays 
Extirpation of one or both adnexa (and 
X-rays) et 
Extirpation of uterus nad itis ik 
X-rays; later radium 
Extirpation of both adnexa and ome: 
later radium ... 
Test laparotomy and X-1 -ray seneteneint 
Test laparotomy and symptomatic treatment 


57 


The treatment of the other malignant tumours follows from 
Table VI. The number of patients is too small to calculate 
recovery figures. 


TABLE VI. 
Healthy 
Number after 
of 5 to6 
Diagnosis Method of treatment patients years 


Carcinoma tubae Extirpation of uterus and adnexa 
Total 5 and X-rays .. . 
Cured 1 Supravaginal sieaiatlion of the 
uterus and extirpation of both 
adnexa and X-rays 


Carcinoma Radium and X-rays .. 
vaginae Extirpation and radium 
Total 14 Extirpation of vagina, uterus maid 
Cured 4 adnexa and X-rays 
X-ray treatment 
Symptomatic treatment 
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Diagnosis 
Carcinoma vulvae 


Total 11 
Cured o 


Sarcoma colli 
uteri 
Total 7 
Cured 3 


Sarcoma corporis 
uteri 
Total 11 
Cured 2 


Sarcoma ovarii 
Total 6 
Cured 2 


Sarcoma vaginae 


Sarcoma vulvae 
Total 3 
Cured o 


Chorion- 
epithelioma uteri 
Total 5 
Cured 3 


Chorion-epi- 
thelioma vaginae 


Number 


Method of treatment 
Radium (and X-rays) we 
Excision of the vulva and X-rays 

(and radium) 
Symptomatic treatment 


Wertheim’s operation and X-rays 

Extirpation of uterus and adnexa 
(and X-rays) 5 

Hysterectomy and X-rays .. 

Radium and X-rays .. z 

Radium, later extirpation of uterus 
and adnexa ... 


Extirpation of uterus and adnexa 
and X-rays ... < or is 

Supravaginal amputation of the 
uterus and extirpation of both 
adnexa and X-rays ; 

Hysterectomy ues es 

Extirpation of sarcomatous myoma 
and X-rays ... 

X-ray treatment 


Extirpation of uterus and adnexa 
and X-rays ... 

Extirpation of one ‘idlsieiapan wth 
X-rays 


Radium .. 


Extirpation and radium ae 
Excision of the vulva and X-rays 
X-rays, later radium 


Extirpation of uterus and adnexa 
and X-rays . : Pe 
Hysterectomy ond X-+1 rays ... 


X-ray treatment 
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patients 


Healthy 
after 
of 5 to 6 
years 
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From the results it appears that the prognosis is best for 
carcinoma of the body of the uterus and worst for the tumours 
of the vulva. Of the 545 patients 179 were still in good health 
after 5 to 6 years. The absolute recovery figure for all malignant 
tumours of the female genital apparatus is 179:545=32.8 per 
cent. 





The International Congress 


of Obstetrics and Gynaecology 


THE CONGRESS will be organized from 4th May till 8th May 1938 
at AMSTERDAM. 

Her Majesty the Queen of the Netherlands has been graciously 
pleased to assume the patronage of the Congress. 

The proceedings of the Congress have been fixed as follows. 

The morning meetings will be held for the purpose of 
discussing three main subjects, viz. : 


ECLAMPSIA 
THROMBOSIS and EMBOLISM 
HORMONES 


Reporters on these subjects have been invited, and have 
accepted the invitation. 


Pathogeny ~e e wee ea Dr. E. KLaFTen, Vienna 
Treatment ince ar Ree ae Dr. H. VIGNES, Paris 
Pror. B. StrRoGANoFF, Leningrad 
Eclampsia, from a _ geographical 
POERCORVIOW <5 os one ces Pror. K. DE SNoo, Utrecht 
Pror. R. REMMELTs, Batavia 


II 


Diagnosis and symptomatology ... . E. ALFIerRI, Milano. - , 
Aetiology ....... . DouGaL, Manchester 


Prevention and treatment... ... . E. Wicuman, Helsinki. 
* 


Ill 


Historical review tt wd in et Pror. G. WAGNER, Berlin 
Pror. C. KAUFMANN, Berlin 
Lecture about latest research 
works... nee ods ae re Pror. C. HARTMAN, Baltimore 
Pror. L. Brouna, Liége 


At the afternoon meetings short lectures will be given on 
various subjects by well-known Gynaecologists. 
. Papers for the unoccupied time are invited, though, in view of 
the limited space of time, the Board cannot definitely promise 
acceptance. 


President: PRoF: Dr. A. H. M. J. VAN Rooy. 
Secretary: Dr. F. C. VAN TONGEREN. 
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‘‘Handbook for Midwives and Maternity Nurses,’’ by Mary Mayes, 
S.R.N., S.C.M. Bailliére, Tindall & Cox. Price 8s. 6d. 


Tu1s textbook, written by a well-known teacher of midwifery, based on 
lectures and coaching classes, will be received with interest. It is, the author 
explains, the outcome of many years experience in the coaching for examina- 
tions in midwifery. 

The first chapters include general elementary anatomy and physiology 
and are illustrated with a sample drawing and a diagram of the adult 
circulation. This section should prove useful for the student who has not had 
any previous training, working under the new C.M.B. training regulations. 
The obstetric anatomy covers the usual subjects and is well illustrated, 
especially the uterine blood-supply and foetal circulation. 

In describing the signs and symptoms of pregnancy, softening of the cervix 
is said to be present at the fourth week and painless uterine contractions are 
said to occur at the twentieth week. These are minor points in an otherwise 
excellent description. 

Under antenatal examination it is perhaps rather a pity to put history at 
the end, since pupils are apt to underrate its importance, and in this case 
general appearance seems to be confused with history. 

Maternal mortality, stillbirths, neonatal deaths, and infantile mortality 
are briefly discussed. Trial labour and the effects of slight disproportion are 
especially well described. 

The section dealing with antenatal care should be exceedingly useful to 
any midwife, including as it does advice as to suitable diet in pregnancy, 
with sample meals suggested, and the value and vitamin content of various 
foodstuffs. The management of labour is discussed from a _ thoroughly 
practical point of view. 

About two-thirds of the book is devoted to the normal processes of labour, 
which are so essentially the concern of the midwife, the remainder deals with 
the various abnormal conditions likely to occur. Chiefly from the nursing 
aspect, the condition is clearly defined—the doctor’s probable treatment and 
the midwife’s duty in the emergencies described. Estimates of the blood- 
pressure and the significance of high or very low blood-pressure are fully 
dealt with. 

Post-partum haemorrhage is arranged under four headings, perhaps to 
make it easier for the pupil to remember the appropriate treatment. Thus 
before the placenta is expelled the term ‘‘intra-partum’’ is used; after 
expulsion of the placenta ‘‘post-partum’’ is used. In dealing with cases of 
descent of the umbilical cord, the knee-elbow rather than the knee-chest 
position, which is usually taught, is described. 

Drugs and the midwife’s duties in connexion with their administration, is 
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a useful section. The importance of proper preparation of the patient by the 
use of sedatives or some other drug is fully described. 

Included in the book is a chapter dealing with the various Government 
services in relation to midwifery, which should be especially helpful, and a 
short history of midwifery. 

Miss Mayes must be congratulated on this excellent and practical 
textbook, which is very pleasant to read. In addition the book is well 
produced and illustrated. 


M.W.S. 


“Queen Charlotte’s Textbook of Obstetrics,’’ 4th edition, 1936. J. & A. 
Churchill Ltd. Price 18s. 


THE fourth edition of this popular book departs but little from the general 
scheme and standards of its predecessors. The authors do not set out to 
produce an obstetric encyclopaedia, and they freely admit that much has 
been sacrificed on the altar of brevity: individual opinion, controversy or 
hypothesis all being rigorously excluded. The book, therefore, primarily 
recommends itself as a textbook for students and does not purpose to be a 
reference work for the more advanced, or for the teacher of this subject. 

Certain chapters are particularly good, notably the one on the toxaemias 
of pregnancy, and pyrexia in the puerperium. With regard to the latter, it is 
disappointing that no mention has been made of the treatment of haemolytic 
streptococcal infections by sulphanilamide, for the published work of 
Colebrook and Kenny, and of Robson, working independently, has shown 
considerable promise, with the result that already most obstetricians regard 
prontosil, or its derivatives, as a therapeutic weapon of the first order. No 
doubt the authors showed laudable caution in not eulogizing a line of 
therapeusis that may, or may not, withstand the acid test of prolonged and 
widespread trial: none the less the omission is disappointing. Moreover, in 
the treatment of haemolytic streptococcal peritonitis the performance of 
immediate laparotomy is recommended; this form of surgical treatment has, 
te the best of our belief, been almost completely abandoned at the isolation 
block of Queen Charlotte’s Hospital since the advent of sulphanilamide, with 
a satisfactory reflection upon the mortality. 

In the chapter dealing with urinary infections, insufficient stress has been 
laid on the importance of mandelate therapy and uroselectan pyelography. 
A large number of cases of pyelitis of pregnancy will on urological examination 
show a renal lesion far in excess of the expected, a lesion that will readily 
explain the chronicity of the disease, and the failure of all forms of urinary 
antisepsis. A hydronephrosis which fails to involute in the puerperium will 
pave the way to chronic infection of the renal pelvis at the best, or a 
pyonephrosis at the worst. The importance of such sequelae in future 
pregnancies is self-evident. 

In discussing mandelic acid, ammonium chloride is recommended to 
reinforce the hydrogen-ion concentration of the urine. Those experienced in 
the use of mandelate have long since abandoned the exhibition of ammonium 
chloride, holding that it, and not the mandelate, is responsible for many of 
the unpleasant side reactions, such as nausea, anorexia, albuminuria, and the 
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passage of casts; sodium phosphate, gr, 30, as ‘fequirted, is preferable, and 
relatively free from toxic effects. — 

But these criticisms are small points, and do not in:any way detract from 
the general impression conveyed to the reader of this book. That impfession 
is one of sound, well-tried and well-considered opinion, and, coming from the 
pens of men who are all actively employed ‘in the teaching and practice of 
their speciality in the London schools, it represents a contemporary 
symposium of modern English obstetrics. 

j-H. 


“The History of Medical Education in Egypt.’’ By NaGcuis Maurouz Bey. 
Cairo Government Press, Bulaig, 1935. 


THE greater part of this very interesting volume is concerned with the 
growth and development of the modern medical school of Egypt. The 
author devotes only a few pages to the golden age of Egyptian medicine, 
before and subsequent to Greek influences. He describes how the renais- 
sance of medicine in Egypt was initiated by Antoine Bertelemy Clot, known 
as Clot Bey, under the sympathetic support of Mahommed Aly Pasha, and 
Osman Bey, Major-General of the Egyptian Army. 

Clot Bey came from Paris to Cairo’ in 1827. His first concern was to 
organize the medical service of the Army, but, as he:states: ‘“‘After having 
reviewed the situation I found that the only solution that can remedy the 
present defect is to create a National School of Medicine.’’ How adequately he 
succeeded in his. great task is testified to by Sandwith and later by Madden— 
the latter was Director of the School from 1925 to.1929. Every speciality 
received consideration, and as early as 1838 a School of Midwives was 
created, although more advanced obstetrics and gynaecology for medical 
students was a much later development. 

The author devotes a special chapter to ‘‘Thirty-three Years of 
Obstetrics in Egypt’’ (Chapter VIII), in which he describes very fully 
how, from being a small and inefficient unit, the department developed 
into the very important position it occupies to-day..-He indicates very 
modestly the services he himself has rendered, and gives full recognition 
to the work of R. S. Dobbin, who arrived in Egypt in 1906 on his 
appointment as Professor of Obstetrics. 

Those of us who can count Dobbin among our friends are not surprised 
that a man of his character and training—for he was trained under Hastings 
Tweedy in the Rotunda Hospital—should have achieved such success 
and created along with the author so important a school of obstetrics as 
that which to-day exists in Cairo. The whole volume is full of interesting: 
details. It and the two histories of the Medical School by Sandwith (1901) 
and Madden (1928) are of great value and demonstrate what can be accom- 
plished by unselfish and devoted pioneers and by disciples inspired by their 
achievements. ent ee 


‘‘Les Avortements Mortels.’’ By Professor H. Monpor, of the Paris 
Faculty of Medicine. 

THE aim of this book is to expose the very serious problems presented to 

the gynaecologist by cases of criminal abortion. Various acute complica- 
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tions are described, and the anatomy and pathology of every case are 
considered in detail. The author has strictly limited the scope of his 
book to a series of cases presenting acute complications, and he stresses the 
desirability of keeping the post-abortum complications label quite distinct 
from puerperal sepsis. The complications presented to us include cases of 
sudden death caused by shock or embolism, and uterine perforation, often 
accompanied by traumatic lesions of other abdominal organs. Cases of 
septicaemia and of tetanus are also described. 

The author discusses every case in detail, with special reference to the 
leading signs and symptoms which would help in the diagnosis of each 
type of case. Methods of treatment are outlined. 

Professor Mondor associates himself with Kirilow when he says that in 
gynaecology of the present day, apart from cases of cancer, there is no 
condition presenting greater difficulties than illegal abortion. 

Both medical and social aspects of the question are considered. The 
book contains 446 pages including 43 good illustrations. 


“A Textbook of Midwifery in the Tropics.’”” By V. B. GREEN-ARMYTAGE 
and P. C. Dutra. First published in 1932, revised, and brought up to 
date in the new edition recently published. 


THE style does not make for easy reading, and the text is reminiscent of an 
‘‘Aids’’ series, but as the authors stated in the preface to their first edition, 
they are of opinion that this is a help to Indian students, and criticism 
on this score would be carping. 

The lack of diagrams and plates is one which the average student must 


find makes for difficulty in following the text, however enthusiastic he or 
she may be on pathology or manual curiosity. 

The authors are both fully aware of these minor shortcomings in their 
book, and apart from this we have nothing but praise for the clear and 
concise manner in which their views are expressed, and for the logical 
sequence of the sections of the book. 

Throughout the book the impression is given that obstetric abnormalities 
are more prone to occur in the tropics than in temperate zones. This is 
far from a proved fact, and one of the authors will possibly revise his 
impression as further time elapses and his experience in this country more 
nearly approaches his vast practice in India, e.g. on page 291 appears the 
statement: ‘‘Ovarian tumcurs are infinitely more commonly met with in 
the tropics, complicating pregnancy, than in Europe.’’ Such a declaration 
can be but a pious expression of opinion without a scientific statistical 
analysis of a very large number of random pregnancies taken in different 
areas in these two parts of the world. 

Doubtless there are the added risks of child-bearing complicated by 
disease and deformity only met with in certain parts of the tropics, but 
the commoner abnormalities associated with pregnancy, labour and the 
puerperium have a proportionate incidence, at any rate, in the large 
industrial centres, which can hardly be exceeded in a more rural district 
wherever geographically situated. 

Pregnancy associated with a tropical disease is a state about which 
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few teachers of midwifery in this country have had any experience, and 
those parts of the book devoted to this condition describe in a very full 
and able manner the serious effect of these diseases and their diagnosis, 
supervision and treatment. 

The section on pregnancy and the anaemias classifies and defines these 
conditions in a way which has hitherto been merely mentioned or inade- 
quately described in other textbooks of midwifery. This is a valuable 
section to the Western as also the Eastern student; and to his teacher. 

No textbook of any value has yet been written with which there is 
universal agreement on all the views expressed, and, though it behoves the 
author to be dogmatic where the primary object is for the instruction of a 
definite class of student, there can be few obstetricians who agree with 
such advice as that given on page 163 to contemplate supravaginal hysterec- 
tomy after Caesarean section in inoperable carcinoma of the cervix whatever 
the period of pregnancy. 

Again, on page 287, surely if the blood-pressure is below 100 mm. Hg. 
a state of shock is present, and the condition in a few hours or minutes 
will only be a variant of that state, which may be even one of no shock 
at all if the blood-pressure regains its normal in those hours or minutes! 

These two examples are taken at random from several expressions with 
which there must be wide divergence of opinion. Indefinite advice is given 
on certain matters in different parts of the book, e.g. on page 392, the 
lower uterine Caesarean section incision is stated to be ‘‘possibly the ideal 
operation for placenta praevia,’’ while on page 280 are the two statements: 
(a) ‘‘We advocate the fundal incision,’’ and (b) ‘‘We have employed the 
lower uterine segment technique with equal success.’’ Disconcerting, even 
to the Indian student! 


If the book were read only by Indian students the constantly, recurring 
phrase ‘‘In the tropics . . . such and such a condition is dangerous’’ would 
be understandable, but as Western students also read this otherwise 
admirable textbook, these latter are apt to be left with the impression that 
these manoeuvres are not so fraught with risk in Europe—a state of affairs 
which the authors would be the first to dispel. Eliminate this impression 
and the book might be entitled ‘‘A Textbook of Midwifery.’’ 
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Review of Current Literature. 


Director: FREDERICK Rogues, M.A., M.D., M.Chir. (Cantab), 
F.R.C.S., F.C.0.G. 


Tus Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘‘Journal 
of Obstetrics and Gynecology of the British Empire’? exchanges :— 


British.—The Lancet; British Medical Journal. 

Canadian.—The Canadian Medical Association Journal; Bulletin Médica] 
de Quebec. 

Australian.—-Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology: The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gynidkologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gyniakologie; Miinchener Medizinsche Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology and 
Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Beatriz, F.R.C.S.; A. C. Bett, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. Lyte Cameron, F.R.C.S.; A. H. CHENaRD, M.B.; 
B. GILBert, Esq., F.R.C.S.; R. C. Licghtwoop, M.D.; J. A. Moore, 
M.B.; C. D. Reap, F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; 
R. Winterton, F.R.C.S. 

Huddersfield: W. E. CROWTHER, M.B. 

Leeds: R. H. B. ApaMson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. DatNow, M.D.; P. Matpas, F.R.C.S.; T. N. A. JEFFCOATE, 
F.R.C.S. 

Manchester: R. Newton, M.D. 

Glasgow: JaNE H. FILsHILL. 
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The Canadian Medical Association Journal. 


Vol. xxxvi, No. 3, March-1937. 
*A study of intracranial haemorrhage in infancy. U. J. Gareau. 
*Two cases of early secondary abdominal pregnancy with massive intra- 
abdominal haemorrhages. J. O. Baker. 


Vol. xxxvi, No. 4, April 1937. 
*The toxaemias of pregnancy. R. Mitchell. 
*A comparison of total hysterectomy versus supra-vaginal hysterectomy. 
J.-J. Mason. 
*Oestrogenic hormones in the treatment of vulvo-vaginitis in children. 
j. Y.. Berry. 


A Stupy oF INTRACRANIAL HAEMORRHAGE. IN INFANCY. 


Intracranial haemorrhage in infancy is not an uncommon condition. The 
diagnosis is difficult, especially in premature infants, and the condition must 
be borne in mind and suspected by the pediatrician. The author pleads for 
greater co-operation with the obstetrician. 

A family history of stillbirths, mental deficiency and other results of intra- 
cranial haemorrhage or haemorrhagic disease should rouse. the attention of 
the, medical attendant. . The diagnosis is finally made, by co-ordination oi 
post-natal signs and symptoms together with an examination of blood with- 
drawn by lumbar puncture or cisternal tapping. The presence of xantho- 
chromia and blood in the cerebro-spinal fluid, or of fragments of clot 
removed by cisternal puncture are conclusive findings. 

The causes are injury to the head at birth and haemorrhagic disease. It 
is noted that the condition most commonly occurred during the months 
when there was least sunlight. ; 

Treatment, to be effective, must be instituted as early as possible. It 
consists of lumbar or cisternal puncture, possibly with continuous drainage 
and, at the same time, blood-transfusion. Occasionally, in early cases, 
before the diagnosis is*made and ‘the condition suspected, it is of great 
advantage to give blood from a donor intramuscularly. 

The author discusses 34 premature infants and 58 full-time babies suffer- 
ing from intracranial haemorrhage. Of the 34 premature infants, 17 were 
untreated, 15 of whom subsequently showed signs of mental deficiency; seven 
cases were treated early and efficiently and their recovery was complete. Of 
the 58 full-time babies, 24 were either untreated or received treatment too 
late. Of these, 15 died and 12 became mental deficients. Of 34 cases 
treated early and adequately, 28 completely recovered. 

The author quotes several cases which illustrate the onset, progress, 
diagnosis and treatment, with its results, of the condition. 


Two CAsEs OF EARLY SECONDARY ABDOMINAL PREGNANCY WITH MASSIVE 
INTRA-ABDOMINAL HAEMORRHAGE, 


Abdominal pregnancy is rare, especially the primary type. Secondary 
abdominal pregnancy is becoming of much less frequent occurrence as an 
early diagnosis can be made and operation performed before tubal rupture 
or tubal abortion occurs. 
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The first case described..is that of a primigravida, aged 27 years, who 
came complaining of abdominal pain and the loss of a few drops of blood 
from the vagina. As the patient was of a very low mentality, she would 
not submit to proper examination. Several days later she was admitted to 
hospital because of severe abdominal pain and vaginal bleeding. She again 
refused to permit vaginal examination to be made. Her blood examination 
showed slight secondary anaemia. After a few days she left hospital and 
later reported, at regular intervals, that she was feeling better. Three 
weeks later she was again admitted to hospital with severe abdominal 
pain and slight vaginal bleeding, but she refused further examination. 
She continued in this condition for several days. Meanwhile, the anaemia 
increased until the haemoglobin content was only 48 per cent. She then 
submitted to examination which revealed a mass in the left side of. the 
pelvis and bulging into the pouch of Douglas. 

At the operation large amounts of old and recent blood-clot were 
removed. An abdominal pregnancy was discovered with the sac behind 
the uterus, the placenta being attached to the left Fallopian tube, ovary, 
broad ligament and sigmoid colon. The sac was accidentally ruptured and 
a live foetus delivered. Part of the placenta, which was detached, was 
removed. The remaining portion was such that it could be clamped; it 
was then oversewn. Oozing was controlled by a pack which was drawn 
out through the wound. The patient was given 500 c.c. of her own 
blood during the operation and, afterwards, 300 c.c. of her husband’s 
blood. The abdominal pack was, removed gradually from the second day, 
and on the third day the decidua was passed from the uterus. 

The patient made an uneventful recovery. 

The second patient had two children. Her last menstrual period began 
on August 3rd; on October 9th she was admitted to hospital complaining 
of pain in the right iliac fossa. Tenderness was marked in this region. 

She, was submitted to operation for subacute appendicitis, and, as she 
was known to be pregnant, the pelvic viscera were not examined. The 
patient recovered from the operation, and, although she had vaginal bleeding 
from October 18th, she was discharged on October 23rd. On November 
11th she was readmitted for abdominal pain and vomiting. A diagnosis 
of an impacted, retroverted,, gravid uterus was made and an attempt was 
made to manipulate the uterus forwards. The vomiting continued for 
several days; she occasionally complained of abdominal discomfort. The 
abdominal pain continued, being very severe at times, distension and 
abdominal tenderness were marked and dullness could be elicited in the 
flanks. The patient looked exsanguinated and there was marked secondary 
anaemia, with a haemoglobin percentage of 4o. 

Pelvic: examination revealed bulging in the fornices; the uterus was 
movable and the cervix was high up behind the symphysis. A mass was 
felt on the left side. 

Operation was performed; when the abdomen was opened 1,500 c.c. of 
blood were:removed from the peritoneal cavity together with many old clots. 
An abdominal pregnancy was found, with the placenta attached to the 
peritoneum in the pouch of Douglas, to the left broad ligament, to the 
posterior surface of. the uterus, and to the sigmoid colon. A live foetus 
of 16 weeks was removed from the sac. The placenta was partially 
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detached and there was profuse bleeding which was controlled by four 
large packs of gauze, the ends of which were drawn out through the 
abdominal wound. 

Auto-haemo-transfusion was conducted during the operation and con- 
tinued until 500 c.c. of the patient’s own blood had been given. 

The patient died four hours after the operation, blood continuing to 
ooze along the packing in the wound. 

The author cites a report on 10 cases of secondary abdominal pregnancy, 
none of which had massive abdominal haemorrhage. In 6 of the 10 cases 
the placenta was attached very low in the pelvis. 

A short bibliography is appended. 


THE TOXAEMIAS OF PREGNANCY. 


The causes of the toxaemias of pregnancy are unknown. They remain, 
however, a serious menace to the expectant mother. 

During the years 1926 to 1934 there were in the provinces of Manitoba, 
Saskatchewan, and Alberta 448,287 births, with 2,370 maternal deaths, of 
which 458, or 19.33 per cent, were due to the toxaemias of pregnancy. 
This does not, however, include maternal morbidity and foetal deaths. 

These toxaemias are the most potent cause of death in unborn children. 
Holland, in his investigations of 301 foetal deaths, found 77, or 26 per 
cent, were caused by albuminuria, eclampsia, or accidental haemorrhage. 
This does not take into consideration many children who, though born 
alive by toxaemic mothers, die after birth. 

The following facts must be considered when any theory regarding 
toxaemias is formulated. The toxaemias arise in association with concep- 
tion, either with the development of a live foetus or with a hydatidiform 
mole. Their removal, or the death of the foetus, usually leads to recovery. 

The condition occurs more frequently ,in primigravidae, in cases of 
multiple pregnancy or hydramnios; its incidence increases as fterm is 
approached. It is more common in the north than in tropical countries. 

Marked oedema associated with other signs of toxaemia, is a favourable 
sign in eclampsia, and its absence adds to the gravity of the prognosis. 
Degenerative changes can be found in the liver and kidneys. 

Characteristic concomitants of eclampsia are hypertension, albuminuria, 
and convulsions. Deficient oxidation is also a common accompaniment of 
toxaemia. 

Repeated attacks of eclampsia rarely occur, whereas chronic nephritis 
appears to recur with each succeeding pregnancy. 

Eclampsia occurs, not only in the human female, but also in mares, 
cows, ewes, sows, and bitches. 

There are certain types of abnormalities which occur even in normal 
pregnancies. During the first half of pregnancy the nitrogen excretion 
exceeds the ingestion of nitrogen which is the reverse of the conditions in 
the second half, in which a lower nitrogen output may be seen in the 
diminution of blood-urea which amounts to about 20 milligrams per 
100 c.c. The fat content and the cholesterin content of the blood are 
also increased up to the time of onset of lactation. 

It is believed that 10 per cent of pregnant patients suffer from one of 
the toxaemias. Pre-natal care and pre-pregnancy investigation can de 
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much to prevent the serious consequences of the toxaemias. Before the 
patient becomes pregnant, she should, if possible, ensure whether or not 
she suffers from any renal affection. The urine must be examined 
to note the presence of albumin, sugar, blood, pus, or casts. The blood- 
pressure is important. A systolic rise to 140, Or over, is a warning of 
danger. Failure to gain weight with a proper diet denotes an aberration 
of metabolism; a sudden increase in weight indicates a disturbance of 
water excretion. All hygienic measures, such as regulation of diet and 
bowel evacuation, must receive attention. 

During the years of starvation in Germany there was a great decrease 
in eclampsia. Children born during that period were slightly heavier than 
children born during pre-war years. 

The chief minerals required are calcium, phosphorus, iron and iodine. 
Vitamins A, B, C, and D are also essential, and a healthy mental outlook 
in the patient should, if possible, be obtained. 

When toxaemias develop they require immediate treatment by absolute 
rest. Pre-eclamptic toxaemia should be medically treated only for a few 
days, and if there is no improvement, labour should be induced. Eclampsia 
is best treated by Stroganoff’s method; accouchement forcé and Caesarean 
section should not be employed. It must be remembered that the toxaemic 
patient must be kept under observation after recovery to note whether or 
not there is any permanent damage to the liver, kidneys, or heart. 


A COMPARISON OF TOTAL HYSTERECTOMY VERSUS SUPRA-VAGINAL HySTEREC- 
TOMY. 
The routine procedure for hysterectomy, whether vaginal or abdominal, 

is described. The patient is first placed in the lithotomy position and the 

vulva, vagina and cervical canal are rendered aseptic by swabbing with 
alcohol and tincture of iodine. The bladder is emptied with a catheter. 

Curettage is performed and the curetted material is immediately 
examined microscopically. If desired, a fragment of tissue is also removed 
from the cervix and immediately examined with a microscope. 

If vaginal hysterectomy is the operation indicated, the anterior vaginal 
wall is divided in the mid-line, the bladder stripped off the vagina and 
then off the front of the uterus which is tilted forwards, the round liga- 
ments on each side being tied and divided and the uterus removed. 

Occasionally, when there is associated prolapse, the broad ligaments are 
clamped from above and below, sewn together in the mid-line, and then 
sutured to the sub-pubic fascia after the peritoneal cavity has been closed. 

The incision in the anterior vaginal wall and in the vault is closed with 
mattress stitches of 40-day chromicized catgut placed far out from the 
edges of the incision, and redundant tissue is then removed and the cut 
edges of the incision closed with interrupted stitches. Drainage is never 
employed. 

When vaginal myomectomy is indicated the same procedure is followed, 
the fundus uteri being drawn out through the opening in the utero-vesical 
pouch and the myoma excised. If the myoma is in the lower part of the 
uterus the cervix and lower uterine segment may be incised in the mid-line. 
When abdominal myomectomy is performed the patient is placed in the 
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Trendelenburg position, the surgeon standing on the left side of the patient. 
The incision is made from the symphysis pubis to the navel, or possibly 
about three-quarters of an inch above it on the left side. 

Towels are clipped around the skin ‘edges after all bleeding points have 
been tied. The anterior sheath of the left rectus is excised down to the 
symphysis pubis, the inner part of the sheath is then stripped medially. 
Clamping the edges of the aponeurosis is carefully avoided. Occa- 
sionally the deep epigastric vessels may require ligatures. When the 
peritoneum is opened, the gall bladder, liver, and foramen of Winslow, 
pylorus, kidneys and appendix are examined. The pelvis is next carefully 
investigated. If a pack is employed, it should always be moist and not 
too hot, and the omentum should be pulled over the intestine before 
inserting the pack. A self-retaining retractor is not used, the surgeon 
depending upon good anaesthesia, a resourceful assistant and a long 
incision. 

When myomectomy is performed, the tumour is enucleated, the cavity 
being obliterated with catgut stitches and the peritoneal edges closed with 
a continuous stitch. The wound in the uterus is then covered by lifting 
up the bladder or by displacing and re-attaching the round ligaments. 

When total hysterectomy is necessary, the ovario-pelvic ligaments and 
round ligaments are under-run and tied with chromicized catgut. The broad 
ligaments on each side are clamped and divided. The utero-sacral ligaments 
are divided, the bladder is stripped well down off the vagina in front and 
on each side so as to push the ureters well outwards. 

The uterine vessels are brought into view, doubly clamped and tied 
with catgut. The vagina is then cut away from the cervix all around, 
a pad having been placed in the pouch of Douglas to receive any blood 
that may have been squeezed from the uterus into the vagina. The vagina 
is closed with mattress stitches, the round ligaments being sewn into the 
top of the vagina. The utero-sacral ligaments are secured and the raw 
area covered with peritoneum. The abdomen is closed in three layers. 

Total hysterectomy is preferred to subtotal hysterectomy, perhaps with 
the exception of myomatous cases in nulliparae. The author is of the 
opinion that the total operation presents no greater risks or difficulties. 

Since 1930 total hysterectomy was performed on 95 cases without a 
death and the subtotal operation on 77 cases with one death. Among these 
were three cases of sarcomatous degeneration of the growth. There was 
one case of primary sarcoma of the cervix in the series. The author 
regards the possibility of carcinoma recurring in the cervical stump as a 
real danger. 

Thirty-six cases of carcinoma of the corpus uteri were treated by 
hysterectomy without a death. In four of these, however, there was a 
recurrence. The ovaries, if healthy, in all non-cancerous cases, even in 
women past the menopause, were conserved. Occasionally cholecystectomy 
has been performed at the time of the hysterectomy. 

Hysterectomy was performed in 28 cases of carcinoma of the cervix. 
In these, however, the author is inclined to think that treatment with 
radium is preferable to operation. 

The author’s total figures quoted are 321 total hysterectomies, including 36 
by the vaginal route, with a mortality of 2; 287 supra-vaginal hysterectomies 
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with a mortality of 7; 127 myomectomies without a death; the total number 
of operations was 741, with a mortality of 9. 


OESTROGENIC HORMONES IN THE TREATMENT OF VULVO-VAGINITIS IN 

CHILDREN. 

Vulvo-vaginitis is a common and very troublesome affection. Its epidemic 
nature has been recognized since 1877. Its resistance to all methods of 
treatment has been noted, but the introduction of oestrin as a therapeutic 
agent has completely altered the results of treatment. 

The author records a series of 25 cases of vulvo-vaginitis in children 
which were treated with injections of theelin in doses varying from 12,000 
international units in acute cases to an average of 8,500 units in milder 
types. The treatment was continued until symptomatic and_ biological 
cures were obtained, usually in about 45 days. There were recurrences only 
in 28 per cent of the cases; 25 per cent of this group were due to associated 
cervicitis, occasionally to infection of the urethra and rectum. 

Vaginoscopic examinations were carried out as a routine towards the end 
of the treatment, and if associated cervicitis was present local applications 
of metaphen, one in 500, acriflavine, 2 per cent, or silver nitrate, I per 
cent, were made to the cervix. 

A small children’s protoscope was found most useful, and examinations 
were made two or three times weekly until negative smears were obtained 
from the cervix and all signs of inflammation had subsided. 

The most satisfactory method of administering theelin was by the injec- 
tion of 1,000 international units tri-weekly. 

A full bibliography is appended. 

J. Lyle Cameron. 


Current Researches in Anaesthesia and Analgesia. 
January 1937. 


*Further studies in vinyl-ether (vinethene) obstetrical anaesthesia: Mixtures 
with ethyl-ether: Effect on coagulation-time of blood. Wesley Bourne, 
M.D., F.1.C.A., J. F. McDowell, M.D., and J. C. Whyte, M.D. 

be 


FURTHER STUDIES IN VINYL ETHER (VINETHENE) OBSTETRICAL ANAESTHESIA. 


In this article the authors put forward claims for the use of vinyl-ether in 
obstetrical work. They give an account of experiments carried out which go 
to show that, at all events in animals, the toxicity of vinyl-ether is very low, 
especially as regards damage to the liver. The results of these experiments 
prompted the use of this drug during labour in the human subject. The 
hepatic function of patients so anaesthetized was tested by means of brom- 
sulphalein dye, and it was found that very little was retained, and there was 
not any indication of hepatic damage. Further animal experiments showed 
that no alteration took place in the coagulation-time of the blood, nor was 
there any evidence that it caused loss of muscle tone, and that the uterine 
contractions were not affected. They then experimented with mixtures of 
vinyl-ether and ethyl-ether, and came to the conclusion that 25 per cent of 
vinyl-ether and 75 per cent of ethyl-ether were most suitable for use in 
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obstetrical work. An enclosed method of administration with oxygen is 
recommended, though it may be given with safety by the open-drop method. 
The mixture referred to is advised as being particularly suitable for 
obstetrical work in general practice. The authors make no mention of the 
question of inflammability. Considerable stress is laid upon the dangers of 
chloroform compared with the safety of vinyl-ether. It would not appear 
that, particularly in obstetrical work, chloroform is regarded in that light. 
F.N.R. 


The American Journal of Obstetrics and Gynecology. 


Vol. xxxii, No. 2. 


A study of fibromyomata of the uterus with respect to the endometrium, 
myometrium, symptoms, and associated pathology. A. E. Kanter, 
A. H. Klawans and C. P. Bauer. 

*Some points in the treatment of endometrial hyperplasia by progesterone. 
K. M. Wilson and C. A. Elden. 

*Cervical dilatation in dry labour and after deliberate early rupture of the 
membranes. A. G. King. 

A survey of the vaginal flora at various ages, with special reference to 
Déderlein’s bacillus. L. Weinstein, Maxwell Bogin, J. H. Howard and 
B. B. Kinkelstone. 

The Le Fort colpocleisis. F. L. Adair and Laura Da Sef. 

Acute nephritis and pregnancy. W. J. Dieckmann. 

The low or cervical Caesarean section. L. E. Phaneuf. 

Pelvic-cephalography. R. P. Ball. 

Heredity as the cause of congenital malformations. Madge T. Macklin. 

Intrathecal injection of a solution of alcohol for intractable pain in the 
pelvis and lower extremities. M. J. Maynier, Jr. 

A study of the action of the gonadotropic substances precipitated by 
tannic acid. Carl A. Nan. 

*The use of pituitrin intravenously in the third stage of labour. J. B. 
Pastore. . 

Foetal cardiac dilatation; pulmonary congestion and pulmonary oedema 
neonatorum; congenital pneumonia; asphyxia. Morris Leff. 

An operation to correct genital prolapse following vaginal pan-hysterec- 
tomy. Leo Brady. ; 

The microscopic and bacteriological study of the urine of obstetric patients. 
L. J. Harris and W. W. Herrmann. 

Cervicitis and endocervicitis in relation to gynaecological symptomatology. 
H. J. Holloway. 

Symptomatic rupture of the Graafian follicle or corpus luteum. N. R. 
Kretzschmar and R. E. Arnell. 

Diihrssen’s incisions. S. F. Abrams. 

Triple pregnancy diagnosed by means of the X-rays. M. B. Ballard. 

Early chorion-epithelioma arising in hydatidiform mole. M. Garber and 
A. M. Young. 
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Studies on barbiturates. J. M. Dille. 

Ergot in the puerperium. C. T. Beecham. 

*The recognition and prevention of injuries to the bladder. S. S. Rosenfeld. 

Endometriosis of the umbilicus. H. F. Strongin. 

Granulosa cell carcinoma. C. B. Kelly and A. M. Gnassi. 

Tubal pregnancy in a case of bilateral tubal implantation. F. W. Sovak. 

Pregnancy and delivery at term following reconstruction of the oviducts. 
F. C. Holden. 

Chorion-epithelioma complicated by septicaemia. R. S. Crow. 

Full-time normal pregnancy following the use of one thousand milligram 
hours of radium for menorrhagia. H. E. Schmitz. 

Unruptured interstitial pregnancy. B. E. Tucker. 

Selected Abstracts. Eclampsia and other toxemias of pregnancy. 


Vol. xxxii, No. 3. 


A preliminary study of the cyclic histological changes of the human 
cervical mucosa in the intermenstrual period. A. Wollner. 
The acid-base balance of the blood during normal pregnancy and the 
puerperium. M. Nice, J. W. Mull, E. Muntwyler and V. C. Myers. 
*The transversely contracted midpelvis with particular reference to forceps 
delivery. S. Hanson. 

A contribution to the aetiology and treatment of puerperal inversion of 
the uterus. O. A. Gordon. 

A consideration of some of the aspects of sterility. G. L. Moench. 

A statistical survey of eclampsia. R. A. Kimbrough and R. M. Shirey. 

The non-protein, urea, and rest nitrogen of the blood during normal 
pregnancy and the puerperium. J. F. Cadden and A. M. Faris. 

*The significance of foetal heart tones in ablatio placentae. G. C. Richard- 
son. 

Spontaneous rupture of the membranes before the onset of labour. M. B. 
Ballard. 

*Caesarian section in dystocia. G. C. Hanna. 

Brenner tumours of the ovary. J. A. Gaines. 

Benign and malignant polypi of the cervix uteri. C. J. Geiger. 

Indications for contraception from the point of view of the obstetrician 
and gynaecologist. T. L. Montgomery. 

Notes on the use of the recently introduced ergot alkaloids in the 
puerperium. M. G. Der Brucke. 

Premature separation of the placenta. L. Rudolph. 

Banti’s disease and pregnancy; splenectomy; delivery of full-time living 
child six and a half months later. C. H. McKenzie. 

*Bicornute uterus with ovarian, omental and pelvic endometriosis. F. J. 
Frosch. 

Bio-assay of a granulosa cell tumour. S. M. Gospe. 

A new, rapid, economical test for pregnancy and certain gynaecological 
conditions. G. C. Gilfillen and W. K. Gregg. 

Acute appendicitis complicating late pregnancy. S. Z. Hawkes. 
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Ionization method for the treatment of endocervicitis. I. Forman. 

A modified instrument for biopsy of the endometrium. A. B. Tamis. 

Dermoid cyst diagnosed by X-rays. R. J. Heffernan. 

Tracheo-oesophageal fistula and complete oesophageal stenosis of the new- 
born. F. A. Kassebohm and M. J. Schreiber. 

A baby weighing 15 pounds 2 ounces at birth. H. H. Skinner. 

An improved umbilical cord clamp. M. E. Kahn. 

Palpation of the foetal heart-beat — the maternal abdominal wall. 
R. J. Griffin. 

A ‘pad for keeping the ehtiein ‘i in bed in cases a vesico-vaginal fistula. 
D. P. Murphy. 

The treatment of placenta praevia. M. E. Davis. 


SOME POINTS IN THE TREATMENT OF ENDOMETRIAL HYPERPLASIA BY PRO- 
GESTERONE. 


As‘the’ two ‘ovarian hormones, oestrin and progesterone, have been 
isolated and purified’the authors state that menstrual disorders can now be 
treated ‘with a'"greater chance of cure. They condemn the administration 
by mouth of these extracts as being of no practical value, and emphasize 
that the indiscriminate injection of these hormones will lead only to dis- 
appointment. They state that the ideal case is that of benign bleeding 
due to the failure of ovulation and the consequent failure of the corpus 
luteum to develop. Thus there is probably a persistent oestrin activity 
with little or no production of progesterone. They advocate the adminis- 
tration of progesterone in such, cases, although they acknowledge that the 
more logical treatment would be the giving of the ovulation-stimulating 
hormone of the anterior pituitary. They describe in detail five cases as 
examples of uterine bleeding associated with ‘endometrial hyperplasia and 
treated by injections of progesterone. They give much smaller doses than 
have been recommended by other observers, but they state that until the 
exact hormonal deficiency in the blood can be measured the dosage must 
temain empirical. 


CERVICAL DILATATION IN Dry LABOUR AND AFTER DELIBERATE EARLY 
RUPTURE OF THE MEMBRANES. 


In this paper King investigates over a thousand cases of normal delivery 
to see the effect of early, or late, spontaneous, or deliberate rupture of the 
membranes on the duration of labour. He divides these cases into four 
groups :—(@) typical labour with intact membranes to the end of the second 
stage where dilatation of the cervix may be said to have been brought about 
by the hydrostatic wedge; (b) typical dry labour where the membranes 
rupture before or soon after the beginning of labour; (c) spontaneous partial 
dry labour where the membranes rupture after dilatation of four to seven 
centimetres; and (d) deliberate partial dry labour where the membranes are 
deliberately ruptured at the same dilatation. 

The percentage of dry labour (b) was high, 31 per cent, and contracted 
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pelvis and occipito-posterior positions were found not to be predisposing 
causes in spite of what has been said by previous authors. He found that 
six per cent of the wet labours were difficult and prolonged but only three 
per cent of the dry labours came into this category; this agrees with 
Schultz’s findings in 1929 of 12.4 per cent and 8.4 per cent and that ot 
Mason in 1933 of 10 per cent and two per cent respectively. He also found 
that when the membranes ruptured before the onset of labour dilatation 
was completed faster than in the so-called normal cases and he suggests 
that the earlier the membranes rupture the shorter the labour tends to be. 

The incidence of forceps delivery was found to be highest in the control 
group, lowest in the dry labour group, with the partially dry labour cases 
falling between. 

The author comes to the conclusion that Norman Williams was correct 
in his statement that the degree of dilatation at the time of rupture 
appeared to bear a definite relation to cervical injury, the tearing being less 
when the membranes break before or early, in labour. The morbidity was 
found to be essentially the same in all groups, i.e. 6.2 per cent in the con- 
trols, 5.5 per cent in the dry labour cases, and 6.7 per cent in the partially 
dry labours. ; 


THE USE OF PITUITRIN INTRAVENOUSLY IN THE THIRD STAGE OF LABOUR. 


Intravenous pituitrin was first used in 1910 but-was strongly opposed 
by Stoeckel in 1925 because of the supposed relaxation following its specific 
action. Pastore gives his experience of 96 cases of post-partum haemorrhage 
in which intravenous pituitrin was employed. He used a dose of 1.5 mins. 
of pituitrin in 2.5 c.c. of normal saline and found this small dose perfectly 
satisfactory in obtaining a strong uterine contraction. He considers this 
method of administering pituitrin to be superior to any other f6r getting 
a rapid result and, therefore, ideal in cases of atony of the uterus. He 
advises it to be followed by other oxytocic drugs given by the usual methods 
to prevent any possible relaxation. In one case in which this was omitted 
the patient had-a secondary haemorrhage of 500 c.c. five hours after 
delivery. Reactions were noted in five of the 96 cases and in one of them 
it may have been responsible for the death of the patient. He advises that 
stoppered bottles of 24 c.c. of sterile normal saline should always be ready 
in every labour ward; to this can be added one c.c. of pituitrin and thus the 
required amount obtained at a moment’s notice. He is of the opinion that 
intramuscular injections of pituitrin are useless in the control of atony 
because they require four to five minutes to produce the desired effect. 


THE RECOGNITION AND PREVENTION OF INJURIES TO THE BLADDER. 


It is a well-known fact that the bladder is liable to injury in any 
gynaecological operation. Rosenfeld writes that practically all of his per- 
sonal cases of vesical injury occurred in large fibroids of the uterus where 
the actual position of the bladder may be considerably altered. He reports 
the details of four cases and then gives an account of his technique for 
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identifying the bladder. A catheter is left in the bladder at the beginning 
of the operation and is connected, to a glass calibrated reservoir suspended 
from a movable column stand. Just before the abdominal incision is made 
the bladder is filled and as soon as its boundaries have been recognized the 
fluid is allowed to run out by means of a two-way tap inserted in the 
tubing away from the sterile operation field. If it is necessary at any time 
during the operation to identify the bladder it is a simple manoeuvre to 
refill it. The author is convinced that with this method the chance of open- 
ing the bladder during an abdominal section is much reduced and that if the 
accident does occur it is easily recognized and repaired. 


THE TRANSVERSELY CONTRACTED MIDPELVIS WITH PARTICULAR REFERENCE 
To Forceps DELIVERY. 


In this paper Hanson describes a form of contraction of the lower mid- 
pelvis and maintains that it bears a relation to the development of the per- 
sistent occipito-posterior position. He says that anyhow the course of labour 
is most eventful at the level of the ischial spines because it is there that 
the cardinal movements of internal rotation and descent must occur simul- 
taneously, while flexion must be maintained or re-established. For the 
diagnosis of this type of pelvis he uses two measurements (a) the bispinous, 
which is the distance between the two ischial spines and represents the 
width of the posterior section of the narrow pelvic plane; and (b) the inter- 
ischial, between the two superior rami of the ischia just anterior to the base 
of the spine and represents the true transverse diameter of this plane. The 
average measurements of these two diameters were found to be 10.48 cms. 
and 11.15 cms., respectively, and cases with measurements of 9.5 and 10.00 
cms. or less were classed as cases of contraction. These cases were again 
subdivided into minor or major contractions. Out of 1,290 primigravidae 
there were 207 cases with a narrow bispinous diameter and out of 2,651 
multiparae, 427 cases; giving a total incidence of 16.1 per cent. In the 
207 primigravidae with a contracted bispinous diameter there were 42 cases 
of persistent posterior position, 20.9 per cent; while of the 1,082 other 
primigravidae there were only 17 such cases, 1.6 per cent. Hanson regards 
the association of the persistent posterior position with the transversely con- 
tracted narrow pelvic plane and the resulting dystocia as a clinical syndrome 
which should be recognized. 

Out of the 1,290 primigravidae of the series there were 67 cases requiring 
mid-forceps delivery. Of the 207 primigravidae with a contracted bispinous 
_ diameter there were 35 mid-forceps deliveries and in 24 of these labour was 
complicated by a persistent posterior position or transverse arrest. The 
incidence of mid-forceps delivery in these cases was 16.6 per cent while 
in the remaining primigravidae it was only 2.4 per cent. 

The author thinks that the importance attached to the intertuberous 
diameter of the outlet as being the cause of difficulty in forceps delivery 
has been greatly overestimated. He found that a contraction of this inter- 
tuberous diameter, which was unassociated with a contraction of the bis- 
pinous diameter, was only rarely a cause of serious dystocia. Therefore, he 
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is of the opinion that the real cause of obstruction to forceps delivery in 
cases with a supposedly narrow outlet is the associated contraction of the 
bispinous diameter. He ends this interesting paper with some remarks on 
forceps extraction, on the difficulties encountered with manual rotation of 
persistent posterior positions in a contracted narrow pelvic plane and on 
the wisdom of considering Caesarean section in such circumstances. He 
thinks that in the majority of cases the resistance to rotation and traction 
is probably due to a persistence of de-flexion incident to forceps traction 
rather than to absolute or pre-existing disproportion. In some cases in 
which this contraction is present and manual rotation is found to be im- 
possible he believes it is better to deliver the head unreduced rather than 
to attempt rotation with the forceps. 


THE SIGNIFICANCE OF FOETAL TONES IN ABLATIO PLACENTAE. 


In this interesting paper Richardson begs for an earlier diagnosis of 
premature separation of the normally situated placenta. He maintains that 
this is possible by a close study of the foetal heart rate, a subject which has 
been neglected in previous writings on accidental haemorrhage. He says 
that not only does the foetal heart present the earliest indication of pre- 
mature separation, but it is always altered in so definite a manner as to 
direct suspicion towards placental detachment. He deplores the watchful 
expectancy which is usually practised when a case is seen early, the waiting 
for the development of the complete clinical picture before the diagnosis 
is made, with little or no regard for the condition of the foetal heart. The 
author gives a list of the train of events, starting with haemorrhage, or 
separation, and leading to foetal death; he explains that abruptio placentae 
is not an abrupt phenomenon as its name implies but has an orderly and 
progressive course. As the placental detachment increases the oxygen-carbon 
dioxide exchange is so altered as to produce embarrassment of the foetal 
heart to which the foetus responds with a compensatory acceleration in the 
heart rate. If the oxygen is deficient and the carbon dioxide is overwhelm- 
ing asphyxia ensues and the heart rate decreases with advancing detachment 
until it ceases altogether. During this stage of asphyxia foetal death occurs 
quietly in prolonged cases and with violent activity when separation is 
rapid. He described eight cases in detail which, he says, give him positive 
evidence of the value of the foetal heart-sounds in abruptio placentae from 
the standpoint of diagnosis, prognosis and guidance in treatment, and two 
cases in which the constancy of the foetal heart rate was the deciding factor 
in ruling out placental separation. By observing the increase and decrease 
of the foetal heart rate he is able to diagnose the approximate area of 
separation and is able to institute treatment before the accident has reached 
a stage critical either to the mother or foetus. Unfortunately in this paper 
he does not say what form of treatment he advocates when he has made 
an early diagnosis. One can only conclude that he performs Caesarean 
section in order to get a living child and to control the loss of blood from 
the mother. 
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CAESAREAN SECTION IN DySTOCIA. 


Hanna says that the operation of embryotomy and delivery by the 
natural passages is not without a considerable mortality; especially when 
the presenting part is not engaged and its immobilization is difficult. In 
these bad cases he finds that a contraction ring is present with a dangerous 
thinning of the lower uterine segment or a spastic uterine contraction around 
the foetal parts. He designates those two types as ‘‘balloon’’ and ‘‘frozen’’ 
respectively. As these cases have always been grossly mismanaged prior to 
the consultation and are, therefore, already infected, the author advocates 
delivery by the abdominal route followed by hysterectomy. He gives the 
details of four cases in which he thought it justifiable to perform this 
operation and two cases in which he thinks it should have been performed. 
Although this method of procedure is radical and condemns the mother to 
no future pregnancy he feels convinced that when such cases are delivered 
by the vaginal route and remain alive, only a very small percentage ever 
become pregnant again. 


BICORNUTE UTERUS WITH OVARIAN, OMENTAL AND PELVIC ENDOMETRIOSIS. 


Frosch describes a case of endometriosis which was undoubtedly due to 
retrograde menstruation, i.e. it agreed with Sampson’s theory. It arose in a 
case in which a rudimentary uterine horn was present. This horn was lined 
by normal endometrium, was completely occluded from the true uterine 
cavity, and could only discharge its secretion through its Fallopian tube 
into the uterine cavity. The resulting endometriosis was chiefly in the 
ovary where it formed a typical chocolate cyst but had also spread to 
other parts and organs of the pelvis. 

F. H. Finlaison. 


The Journal of the American Medical Association 


Vol. cviii, No. 10, March 6th, 1937. 
Neonatal line in human growth. (Editorial.) 


Vol. cviii, No. 12, March 2oth, 1937. 
Para-aminobenzenesulfanamide. E. K. Marshall, Jr., K. Emerson, Jr., and 
W .C. Cutting. 
*Pentobarbital-sodium analgesia in obstetrics. W.C. Edwards. 


Vol. cviii, No. 13, March 27, 1937. 
Mandelic acid. W. F. Braasch. 


Vol. cviii, No. 14, April 3rd, 1937. 
*Pseudo-malignant and pre-cancerous lesions of the cervix. E. Novak. 


Vol. cviii, No. 15, April roth, 1937. 
The effect of gonadotropic substance and oestrogens on blood calcium. 
(Editorial.) 
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Vol. cviii, No. 16, April 17th, 1937. 
*Mortality from Caesarean section in Indianapolis and the Central States. 
D. L. Smith. 
A complication following treatment with sulfanilamide. (Current Comment.) 


Vol. cviii, No. 17, April 24th, 1937. 
Fertility and contraception in New York and Chicago. R. Pearl. 
Granuloma venereum in the cervix uteri (granuloma inguinale) simulating 
carcinoma. E. R. Pund and R. B. Greenblatt. 


Vol. cviii, No. 18, May 1st, 1937. 
Familial congenital heart disease. D. B. Snelling. 


PENTOBARBITAL-SODIUM ANALGESIA IN OBSTETRICS. 


The writer is a practitioner with a very scattered rural practice, and has 
abandoned morphine-scopolamine narcosis on account of the increased length 
of labour produced and the frequent difficulty in establishing respiration in 
the child. He now uses pentobarbital-sodium, nembutal, in the first stage of 
labour, with light chloroform anaesthesia towards the end of the second stage. 
The doses employed are rather high: an initial dose of 6 grains is given when 
the pains are regular and causing distress, and doses of 3 grains each are 
repeated twice if necessary. The patients almost unanimously supported this 
method of analgesia, and the forceps-rate was not high, equalling 7 per cent 
in 200 consecutive deliveries. In this series there were 4 foetal deaths, though 
the writer believes that none of these was due to the method of analgesia 
employed. 


PSEUDO-MALIGNANT AND PRE-CANCEROUS LESIONS OF THE CERVIX. 


It is generally admitted that the most important factor in the prognosis of 
carcinoma of the cervix is the stage the disease has reached at the 
commencement of treatment, hence the vital importance of the early 
recognition of cancerous and pre-cancerous lesions. In reviewing the methods 
employed in early diagnosis, Novak states that Schiller’s test is of limited 
value in that it is positive for certain non-cancerous lesions such as cervical 
leucoplakia, but the test is useful in indicating the proper points for biopsy. 
The same argument applies to the colposcope, and the author concludes that 
biopsy is the only really satisfactory method of certain diagnosis. In doubtful 
cases he advocates that large pieces of tissue, even the whole cervix, should 
be taken and submitted to serial section and microscopy. 


MorRTALITY FROM CAESAREAN SECTION IN INDIANAPOLIS AND THE CENTRAL 
STATES. 


The maternal mortality for Caesarean section in Indianapolis in 1928 was 
11.3 per cent, but this dropped to 4.8 per cent in 1934, and 3.2 per cent in 
1935. The author believes that this fall in mortality can be ascribed to 
several causes. Firstly, the wider adoption of the lower-segment operation; 
secondly, the fact that Caesarean section was no longer performed on 
eclamptic patients; and thirdly, general surgeons were more apt to call in an 
obstetrician before embarking on the operation themselves. In order to 


763 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


confirm the stated lower mortality in the lower segment operation the author 
sent a questionnaire to 200 obstetricians, and by combining the answers 
received obtained the end-results of 5,393 Caesarean sections, 3,889 of which 
were by the lower segment. The maternal mortality was 2.85 per cent for 
the classical operation and 0.85 per cent for the lower segment operation. 
The foetal mortality was higher in the lower segment operation, 2.72 as 
compared with 1.99 per cent. Further figures are quoted to show that when 
both types of operation are performed by the same surgeon, the maternal 
mortality is substantially lower in the lower segment operation, which ihe 
author now believes to have been proved to be the operation of choice. 


F. H. Finlaison. 


Surgery, Gynecology and Obstetrics. 


Vol. Ixiv, No. 4, April 1937. 


*The physiology of the human cervical mucosa. A. Wollner. 

*The Visscher-Bowman chemical test for pregnancy and the urinary pig- 
ment. J. F. Sheehan. 

*Intussusception during pregnancy. L. Chaffin, V. R. Mason and M. 
Slemons. 

*Endocrine therapy in gynaecology. D. G. Drips. 


Vol. Ixiv, No. 5, May 1937. 


*The phenomenon of lightening in pregnancy and the lower uterine seg- 
ment. L. Rudolph. 


THE PHYSIOLOGY OF THE HUMAN CERVICAL Mucosa. 


The belief that the human cervical mucosa does not participate in the 
menstrual cycle is erroneous. Distinct cyclic changes, very similar to those 
found in the endometrium, can be demonstrated in this structure, the most 
characteristic changes occurring in the epithelial cell elements. Their 
destruction at the onset of menstruation, followed by rapid regeneration 
and their proliferation and secretory activity after the interval period, are 
the essential features of their normal cycle. This normal course of the 
histological cycle in the cervical mucosa could not be ascertained in all 
the author’s cases. Of 20 women examined by him he found only 8 in 
whom a typical cycle of the entire specimen could be established by 
periodic tissue examinations. The low incidence of normal ovaries and the 
low percentage of typical histological cycles in apparently normal women 
is a coincidence which deserves attention and further study. It is logical 
to expect that the periodic histological investigation of the cervical mucosa, 
if carried out in a large number of women, may eventually furnish more 
accurate information regarding the mechanism of the ovarian cycle. 

This present study permits one definite conclusion, and this is that there 
is a distinct menstrual cycle in the cervical mucosa. This structure being 
under hormonal influence like the endometrium, the intermenstrual phases 
must be taken into consideration when the histological findings in the cervix 
are interpreted. 
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THE VISSCHER-BOWMAN CHEMICAL TEST FOR PREGNANCY AND THE URINARY 
PIGMENT. 


After carrying out experiments the author states that the Visscher- 
Bowman test is not a chemical test for pregnancy. Positive results were 
obtained with urine from males, non-pregnant females of various ages and 
children below the age of 12. He states that oestrin and prolan do not 
give positive reactions. The test is in reality a change in the normal 
urinary pigment, urochrome, induced by heating with strong mineral acids 
and resulting in the formation of red soluble and black melanin-like insoluble 
substances. The output of urinary pigment, previously shown by Drabkin 
to be increased in pregnancy and roughly to parallel the basal metabolic 
rate, is here found not to parallel the urinary prolan. 


INTUSSUSCEPTION DURING PREGNANCY. 


There are 20 known instances of intussusception associated with child- 
bearing, 12 during pregnancy, 2 at the time of labour, and 6 in the 
puerperium. 

The symptoms of intussusception resemble the classical manifestations 
of parturition and baffle differential diagnosis. 

At operation the moot question is, ‘‘What shall be done about the 
pregnancy?’’ The surgeon should aim primarily to give the mother the 
best chance of recovery. If the uterus is to receive any treatment this must 
be the first step. Prompt abdominal exploration will be still more effective 
in lowering the maternal mortality. : 

Contemporary obstetrical teaching with respect to the complication of 
ileus holds that ‘‘delivery should be effected by Caesarean section if the 
pregnancy is near term, otherwise the pregnancy should be left alone.’’ 
The authors think the wisdom of strictly applying this rule is doubtful. 
The gravity of intussusception during pregnancy justifies any sacrifice in 
favour of the mother, and treatment should be chosen without prejudice, 
to afford the patient an opportunity to recover, as nearly as possible like 
that given to a patient who is not pregnant. 


ENDOCRINE THERAPY IN GYNAECOLOGY. 

Recent developments in the treatment of ovarian malfunction in young 
women is encouraging from the results obtained. The principle reason for 
this improvement is the advance in diagnostic methods which enables the 
clinician to determine just which one of the glands involved in a case of 
malfunction is at fault. With the help of these newer diagnostic aids 
menstrual malfunction can now be divided into those of primary pituitary 
failure and those of primary ovarian failure. Those in the first group of 
pituitary failure have been successfully treated by single large doses of 
oestrogenic hormone, and in cases in which amenorrhoea has not been 
present for more than six months, the menses have been re-established, and 
this same hormone has been used in the ovarian type with equally good 
results. 

Warnings have been sounded recently about the carcinogenic properties 
of oestrogenic hormone. It would seem inadvisable to treat women with 
this hormone whose family history shows many cases of cancer, or who 
have had cancer of the breast or pelvic structures. 
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THE PHENOMENON OF LIGHTENING IN PREGNANCY AND THE LOWER UTERINE 
SEGMENT. 


The purpose of this paper is to analyse the phenomenon of lightening 
and to consider all the possible causative factors which may be concerned 
and: to offer new explanations based upon anatomical, physiological and 
clinical grounds. 

The phenomenon of lightening consists of (a) the final physiological phase 
of the formation of the lower uterine segment; (b) the passive descent of the 
presenting part into the pelvic cavity; and (c) the pressure of the presenting 
part or the final physiological phase of the relaxation of the lower uterine 
segment, which excites a reflex nervous mechanism which is responsible for 
the more or less abrupt relaxation of the abdominal muscles which is the 
cause of the exaggerated anteversion of the uterus which occurs on assuming 
the standing posture. 

The delay in lightening explains the mechanism of haemorrhage in 
placenta praevia, and abortion and premature labour may be caused by 
phenomenon of early lightening. 

Charles D. Read. 


Gynécologie et Obstétrique 


Vol. 35, No. 3, March 1937 
*A case of dysmenorrhoea in a girl aged 15 with an inguinal endometrioma. 
M. Reeb. 
*Studies of the vaginal mucous membrane in amenorrhoea. G. Cotte and 
A. Mileff. 

Further observations of the results of Boero’s method. C. Masson. 
*Zambrini’s reaction in normal and abnormal pregnancy. G. de Lisi. 
*Early artificial rupture of the membranes in the prophylactic treatment of 

eclampsia. B. Stroganoff and O. Davidovitch. 


Vol. 35, No. 5, April 1937. 
Conservative operations in bilateral disease of the appendages. P. Mocquot. 
*A radiological study of the vessels of the new-born by the use of post- 
mortem intravascular injections of contrast media. P. Cottenot and R. 
de Balsac. 
*The management of labour in contracted pelvis. R. Livchina. 
*Spontaneous rupture of a lower segment Caesarean scar during a subsequent 
pregnancy. M. Perez and F. Tallaferro. 
Uniovular twin pregnancy and an omphalic foetus. D. Savulescu et al. 
*Rupture of the vaginal scar after hysterectomy. M. Thalheimer and 
X. J. Contiades. 


Vol. xxxv, No. 5, May 1937. 
*The therapeutic value of tubal insufflation. F. Chatillon. 
*A clinical study of adnexal tuberculosis. E. Held. 
Spinal anaesthesia in obstetrics and gynaecology. R. Meyian. 
The number of contractions in controlled labour. Geisendorf. 
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Velamentous insertion of bilobed placentae. H. Walder. 
*Icterus neonatorum and blood grouping. Martinet. 


A CasE OF DYSMENORRHOEA IN A GIRL AGED I5 WITH AN INGUINAL 

ENDOMETRIOMA. 

The patient had been operated upon at the age of five months for a 
strangulated inguinal hernia. The uterus and left appendage were found in 
the sac and were returned to the abdomen. Menstruation commenced at 
the age of 12. One year later dysemenorrhoea began and continued for 
two years without intermission, the pain setting in two or three days before 
the onset of each period and lasting throughout its course. Two tender hard 
nodules were present below the scar in the left groin. The girl said that 
these nodules became swollen and intolerably tender during each period. 

The nodules were removed with complete relief of the dysmenorrhoea. 
At the operation the left ovary was noted as normal apart from some slight 
surrounding adhesions. Sections of the nodules showed the typical histology 
of endometrioma. 

The author discusses the various theories of the genesis of endo- 
metriomata. 


STUDIES OF THE VAGINAL Mucous MEMBRANE IN AMENORRHOEA. 


The author describes the histological appearances of the vaginal 
epithelium in four cases of secondary amenorrhoea. __ 

The first case was one of secondary amenorrhoea of five months duration 
in a girl aged 16. The vaginal epithelium was atrophied and no mitoses 


could be seen in the rete mucosum. She was given 20 milligrams of oestrin 
benzoate during a period of 15 days, followed by too rat-units of progestin 
three days later. Under this treatment the vaginal epithelium increased 
four times in thickness, the basal layer showed signs of active cell growth 
and glycogen appeared in the horny layer though not in the deeper layers. 
The menstrual periods did not return with the treatment. 

The second case was one of secondary amenorrhoea of seven months 
duration in a girl of 24. Hot flushes were present and the weight of the 
patient had increased. The vaginal epithelium showed a reduced activity 
of the cells of the rete mucosum. She was given five injections of oestrin 
benzoate during a fortnight, followed by 300 rat-units of progestin. Men- 
struation recommenced a few days later. After the treatment the vaginal 
epithelium increased three or four times in thickness, the cells of the rete 
mucosum assumed full activity and glycogen appeared in the superficial 
layer, though not in the deeper layers. 

The third case was one of: secondary amenorrhoea of four months 
duration, in a girl of 21. Fear of pregnancy was a possible factor. The 
vaginal epithelium was found to be normal. She was given two injections 
of five milligrams of oestrin benzoate followed by 200 units of progestin, 
after which the periods returned. The effect upon the vaginal epithelium 
was a marked increase in thickness of the rete mucosum and an increase 
in the amount of- glycogen, particularly in the basal layers. 
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The fourth case was one of secondary amenorrhoea associated with 
attacks of abdominal pain in a woman aged 33 who had had a child the 
year before. Sections of the vaginal epithelium showed the histological 
change noted in the previous cases after hormone therapy, particularly 
the presence of glycogen throughout the whole thickness of the epithelium. 
For this reason the amenorrhoea was attributed to excessive ovarian 
hormonal activity. 

The author briefly discusses the literature and expresses the view that 
examination of the vaginal epithelium, either histological or by the appli- 
cation of iodine to assess the amount of glycogen present, may form a 
useful method of assessing ovarian function. 


ZAMBRINI’S REACTION IN NORMAL AND ABNORMAL PREGNANCY. 


The various colour changes, noted when saliva is mixed with Zambrini’s 
stain, are described. The author considers the procedure is of value in 
forming a prognosis in the various infections and toxaemias of pregnancy 
and the puerperium. 


EaRLy ARTIFICIAL RUPTURE OF THE MEMBRANES IN THE PROPHYLACTIC 
TREATMENT OF ECLAMPSIA. 


Stroganoff and Davidovitch discuss the value of early artificial rupture 
of the membranes in cases of eclampsia. They reserve the term ‘‘early 
artificial rupture’’ for cases in which the os is less than five centimetres in 
diameter. 


They have so treated a series of 179 cases; 35 of the patients were not 


in labour, and on an average delivery occurred 25 hours later. In seven 
of these patients labour was prolonged, in four it lasted for 44 hours, in 
two for 50 hours, in one for 108 hours. The average duration of labour 
when the procedure was performed after the onset of pains was 11 hours. 
Eighty-two patients or 46 per cent had no further’ seizures after the mem- 
branes were ruptured. Excluding 16 cases of postpartum eclampsia the 
average number of fits in each case was 2.3. The average for the later 
QI cases was only 1.9. In view of the fact that the procedure was re- 
served for severe cases the maternal mortality was relatively high, 17 
deaths in 179 cases (9.5 per cent). In the last 81 cases there were five 
deaths. The foetal mortality was 27 per cent. 


A RADIOLOGICAL STUDY OF THE VESSELS OF THE NEW-BORN BY THE USE OF 
Post-MORTEM INTRAVASCULAR INJECTIONS OF CONTRAST MEDIA. 


The authors describe the radiological appearances of the vessels of the 
new-born, giving a series of 18 excellent X-ray photographs. 


THE MANAGEMENT OF LABOUR IN CONTRACTED PELVIS. 

In a series of 13,200 consecutive deliveries in the authors’ clinic there 
were 1,980 cases of contracted pelvis (15 per cent). 

Spontaneous delivery occurred in 1,812, or 91.5 per cent, with no 
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maternal mortality and a foetal mortality of 2.8 per cent. Operative 
delivery was necessary in 8.5 per cent of the cases with a maternal 
mortality of 0.6 per cent and a foetal mortality of 34.5 per cent. 


SPONTANEOUS RUPTURE OF A LOWER SEGMENT CAESAREAN SCAR DURING A 
SUBSEQUENT PREGNANCY. 


A lower segment Caesarean section had been performed for placenta 
praevia in the patient’s sixth pregnancy. In the seventh pregnancy she 
was admitted to hospital at the eighth month with slight bleeding. While 
under observation in hospital she suddenly had a severe haemorrhage; 
laparotomy was immediately performed. A large haematoma was found 
in the site of the old scar, covered by a thin layer of peritoneum, which 
burst as the patient strained under anaesthesia. Death occurred before the 
child could be extracted. Examination of the uterus showed marked 
thinning of its wall just above the level of the old scar with the placenta 
situated on the lower segment. Histological examination showed some of 
the placental cotyledons implanted on the posterior surface of the bladder. 

The authors consider that the old scar must have stretched slowly and 
thus allowed this secondary implantation to occur. 


RUPTURE OF THE VAGINAL SCAR AFTER HYSTERECTOMY. 


The patient, aged 50, was brought to hospital with severe vaginal 
bleeding which had come on suddenly while she was at stool. On examina- 
tion a loop of small intestine was found prolapsed in the vagina. She had 
had a little bleeding a few days previously after coitus. Total hysterectomy 
had been performed 12 years previously. The rupture was repaired by the 
abdominal route with recovery. 

The authors discuss the literature of rupture of vaginal scars. Coitus 
appears to be the commonest cause. 


THE THERAPEUTIC VALUE OF TUBAL INSUFFLATION. 


The author analyses the results of 100 tubal insufflations. In 46 cases 
the Fallopian tubes were found readily patent. Seven of these patients 
became pregnant, four during the month after the operation, the other 
three within six months. All the patients had been sterile for more than 
two years. There were 42 cases in which the pressure of gas had to be 
increased above a pressure of 100 mm. Hg., or in which repeated attempts 
were found necessary before the gas passed; five of these patients subse- 
quently became pregnant. 


A CLINICAL STUDY OF ADNEXAL TUBERCULOSIS. 


E. Held analyses a series of 30 cases of adnexal tuberculosis. Previous 
peritoneal infection was noted in 3 cases. Eleven of the patients gave 
a history of preceding pleurisy. Only in one case could antecedent gonor- 
rhoea have been a factor in determining the genital lesion. 

Sterility was the main symptom in 12 cases, the only complaint in 4 
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In contrast to the views of most writers amenorrhoea or oligomenorrhoea 
was not a common symptom, being present in only 4 cases. 


From a diagnostic standpoint the author found the blood-picture of 
little or no value. 

A raised sedimentation rate in the absence of pyrexia is a valuable 
diagnostic aid. A guinea-pig test of material obtained by puncture of the 
pouch of Douglas is recommended in doubtful cases. In the majority of 
cases the diagnosis can be made only by laparotomy. 

A bibliography of the subject is given. 


IcrERUS NEONATORUM AND BLOOD GROUPING. 


Martinet has determined the blood-groups of mother and child in 50 
cases of icterus neonatorum. His results show the untenability of the 
hypothesis that the icterus may be due to incompatibility between the 
maternal and foetal bloods. 


P. Malpas. 


Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 


Vol. 25, No. 10, December 1936. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 

*The trophic disturbances of the genitalia after hypohysectomy in women. 
R. Moricard. 

*The technique of tubal insufflation. Mocquot, Palmer, Lejeune, Riazi. 

*The use of male sex hormone in the treatment of the artificial menopause. 
Mocquot and Moricard. 

*The use of male sex hormone in the treatment of functional urinary troubles 
in women. Mocquot and Moricard. 

A self-retaining bivalve vaginal speculum. Théodorideés. 


Vol. 26, No. 1, January 1937. 
Report of a case of bilateral castration with implantation of autogenous 
ovarian grafts into the labia major five years previously. Lepeyre. 
Chronic inversion of the uterus treated by colpo-hysterectomy. Digonnet. 
The pressure recorded in retrograde pyelography. Palmer. 
*The value of Schiller’s reaction after the menopause. Palmer. 
A fibro-myxo-sarcoma and an adenofibroma of the breast. Petridis. 
Traumatic perforation of the uterus with vaginal prolapse of the small 
intestine. Petridis. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 
Traumatic rupture of the uterus. de Torres. 
An old abdominal pregnancy of 22 years. Lacoutre and Darmaillacq. 
*Double fracture of the pelvis followed by normal labour. Péry, Mahon, 
Liard. 
770 





REVIEW OF CURRENT LITERATURE 


Fracture of the pelvis necessitating Caesarean section. Andérodias, Du- 
vergey. 

The use of buried silk in the suture of complete perineal tears. Mahon. 

The age at which the foetus presents active movements. Mahon. 

The Bercovitz reaction. Andérodias. 

Severe obstetric shock. Mahon. 

Paradoxical symptoms in accidental haemorrhage. Mahon. 

Prolapse of cord treated 12 hours later by Caesarean section. Péry. 


REUNION OBSTETRICALE DE LILLE. 
Gangrenous appendicitis and subtotal hysterectomy. Decherf. 
Toxaemia of pregnancy with ophthalmic symptoms. Delannoy, Lepoutre. 
Premature separation of the placenta at the sixth month. Palliez, Gernez. 
Eclampsia without albuminuria. Gernez and Démarez. 
Accidental haemorrhage with a living child. Paucot and Gellé. 
Pregnancy in a uterus didelphys simulating an ectopic gestation at term; 
hemihysterectomy. Paucot and Gellé. 
The results of conservative surgery for ovarian fibroids. Decoulx. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

Caesarean section and myomectomy for cervical fibroid. Cotte. 

Rupture of a classical Caesarean scar. Pellissier. 

Lower segment Caesarean section for double pneumonia. Rigal. 

Two cases of extramembranous gestation. Rhenter and Pinet. 

A fallacious Zondek’s reaction. Rhenter and Pinet. 

*Saturation with folliculin in the medicinal induction of labour. Banssillon 
and Bucher. 

Non-albuminuric oedema in pregnancy. Pigeaud and Vialaron. 

Three fatal cases of pleuro-pneumonia in the puerperium, Trillat and 
Burthiaux. 

Eleven cases of post-abortive peritonitis. Caillot and Rochet. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 

Rupture of a Caesarean scar. Chaton. 

Angular pregnancy and an ovarian cyst. Guillemin. 

Bilateral pyosalpinx; rupture of one of them. Guillemin. 

Ovarian dystrophy and primary amennorrhoea. Binet and Devin. 

Cerebral angiospasm in pregnancy. Caussade and Vermelin. 

Expulsion of foetal bones with the menses; secondary sterility; diathermy 
of the cervix; pregnancy terminated by accidental haemorrhage. Harte- 
mann. 

A foreign body in the uterus. Binet and Demange. 

Endocervicitis. Binet and Demange. 

Recurrent abortion associated with cystic ovaries; successfully treated by 
partial odphorectomy. Hamant and Vermelin. 

Apparent immunity of a pregnant woman to mushroom poisonjng. Fruhin- 
sholz. 

A mongol born to a consanguineous union. Richon. 
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Vol. 26, No. 2, February 1937. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
A mermaid monster. Faix. 
Three cases of accidental antepartum haemorrhage without retroplacental 
haemorrhage. Le Lorier and Mayer. 
*Torsion of a lutein cyst with expulsion of a hydatidiform mole. Weill. 
*Extra-uterine gestation after six months. Weill. 
*Radium treatment of a fibroid followed by a normal pregnancy. E. Wallon. 
Difficulty in the suture of a lower segment incision through undue thickness 
of the flaps. Gueniot. 


REUNION OBSTETRICALE DE LILLE. 
*Enormous lutein cysts developing after the extraction of a hydatidiform 
mole; subsidence without operation. Gernez. 
A case of diabetes and pregnancy. Gernez and Démarez. 
Tetanus following endocervicitis. Paucot. 
Ascites secondary to rupture of an ovarian cyst. Delannoy and Démarez. 
Vaginal metastasis of ‘carcinoma corporis. Delannoy et al. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGE DE MARSEILLE. 
Therapeutic abortion for severe visual disturbances. Plasse et al. 

Four cases of vaginal bands. Cambon and Plasse. 

The obstetrical sequelae of attempts at abortion. Vayssiére. 

Ectopic cordis. Vayssiére and Michotey. 

Two cases of solid ovarian tumours causing dystocia. Verdeuil. 

The lower segment Caesarean operation. Vayssiére. 

Pregnancy complicated by ascites and hydramnios, Verdeuil and Gascard. 
Eclampsia in.a chronic nephritic. Vayssiére, Casalta, and Escarras. 
Interstitial pregnancy. Casalta and Lamy. 

Hysterectomy for accidental haemorrhage. Vayssiére and Casalta. 

The dangers of intra-uterine injections. Jacob. 


THE TROPHIC DISTURBANCES OF THE GENITALIA AFTER HYPOPHYSECTOMY IN 
WoMEN. 


The pituitary gland had been resected 20 months previously for an 
adenoma producing pressure symptoms without any associated endocrine 
disturbance. The menses were regular before the operation; after it they 
ceased and libido completely disappeared. Both vulva and vagina had 
undergone advanced atrophy, and dyspareunia was a prominent symptom. 


THE TECHNIQUE OF TUBAL INSUFFLATION. 


The authors divide the techniques of tubal insufflation into two groups; 
those in which a continuous stream of gas is introduced, as in Rubin’s 
technique, and those in which separate insufflations are made in succession at 
increasing pressures. They describe an instrument which they claim com- 
bines the advantages of both methods. 
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THe User oF MALE SEX HORMONES IN THE TREATMENT OF THE ARTIFICIAL 
MENOPAUSE, 

TuHE USE oF MALE SEX HORMONE IN THE TREATMENT OF FUNCTIONAL URINARY 
TROUBLES IN WOMEN. 


Mocquot and Moricard have tested the effects of testosterone acetate on 
the symptoms of the artificial menopause. They found that vasomotor 
symptoms are definitely relieved, and in some cases the patient’s mental 
condition improves, but no effect is obtained on any trophic changes which 
may be present in the vulva. 

In the second paper they describe the effect of testosterone acetate on 
the urinary symptoms of the artificial menopause. Cure, or improvement, of 
dysuria and frequency of micturition was the rule so long as treatment was 
continued. 


THE VALUE OF SCHILLER’S REACTION AFTER THE MENOPAUSE. 


The author describes the three types of reaction which occur when weak 
Lugol’s iodine, prepared after Schiller’s formula (iodine 1 gr., potassium 
iodide 2 gr., water to 300 c.c.) is applied to the cervix and vagina. Ina 
normal reaction the cervix and vaginal vault became mahogany coloured. 
In what is described as the ‘‘wash-leather reaction’, the cervix and a 
narrow strip of the vault assume a wash-leather tint while the rest of the 
vagina stains normally. In an incomplete reaction the cervix assumes a 
clear brown tint, or numerous brown spots appear on a base of normal 
colour. 

In 12 cases of subtotal hysterectomy a wash-leather reaction was ob- 
tained in every case after three years had elapsed with one exception in 
which one ovary had been conserved. In this case a normal reaction per- 
sisted. 

Ina series of cases of the normal menopause the reaction was usually found 
to be normal during the first three years of amenorrhoea, incomplete after 
the fifth year, wash-leather after the twelfth. No instance of wash-leather 
reaction was encountered before the twelfth year, sharply distinguishing the 
normal from the artificial menopause. 

In five cases of the radium menopause a wash-leather reaction was found 
within periods ranging from 5 months to 18 months. In these cases the 
local effect of the radium on the vaginal walls was considered a significant 
factor, as the wash-leather zone was much more extensive than in the 
surgical menopause. 

Injections of oestrin benzoate restore the reaction to normal in four to 
five days. 

The method is recommended as a ready test for the presence of ovarian 
secretion. 


DouBLE FRACTURE OF THE PELVIS FOLLOWED BY NORMAL LABOUR. 


A double fracture of the pelvis accompanied by marked separation of 
the pubic bones had no ill-effect upon a pregnancy of eight weeks, which 
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continued to term. Despite the presence at term of tender masses of callus 
at the sites of fracture labour was normal and the patient was able to leave 
hospital on the fifteenth day of the puerperium. 


SATURATION WITH FOLLICULIN IN THE MEDICINAL INDUCTION OF LABOUR. 


The authors describe three successful cases of the medicinal induction of 
labour. They gave an initial series of injections of folliculin, totalling 
150,000 units, followed three or four days later by repeated doses of pos- 
terior pituitary extract and spasmalgin. In the first case the child was two 


weeks premature; the maturity of the child is not stated in the other two 
cases 


TORSION OF A LUTEIN CYST WITH EXPULSION OF A HYDATIDIFORM MOLE. 


A hydatidiform mole was removed digitally after the insertion of two 
laminaria tents after 12 weeks of amenorrhoea. Three days later the patient 
was seized with severe abdominal pain with a rise in temperature and pulse- 
rate. The lochia were offensive. Board-like rigidity of the parietes was 
noted. 

Laparotomy was performed; purulent fluid crowded with streptococci 
was found free in the peritoneal cavity and a lutein cyst of the left ovary 
was found twisted with areas of gangrene on its surface. Subtotal hysterec- 
tomy was performed and a Mikulicz drain inserted. The patient died 12 
hours later. Examination of the uterus and appendages showed the cavity 
of the uterus to be empty and its wall intact. Both ovaries showed multi- 
locular lutein cysts of which the left had undergone complete torsion. 

In the discussion of the case Couvelaire describes a similar case in which 
the torsion occurred six weeks after expulsion of the mole, but without the 
peritonitis noted in the present case. 


EXTRA-UTERINE GESTATION AFTER SIX MONTHS. 


The author describes a case of an intraligamentary pregnancy of six 
months’ duration in which he dealt with the placenta by means of an 
initial hysterectomy, followed by peeling some of the cotyledons off the 
peritoneum of the pouch of Douglas. He discusses the various methods 
available for dealing with the placenta in these cases. 


RADIUM TREATMENT OF A FIBROID FOLLOWED BY A NORMAL PREGNANCY. 


The patient was aged 31 years and had one child; she was treated with 
intra-uterine radium for a single fibroid, the size of an orange in the anterior 
wall, which was causing menorrhagia. The radium was disposed in three 
tubes, each containing 10 milligrams of the element, placed in series in the 
uterus with a filtration of one millimetre of platinum and left in situ for 
48 hours. The succeeding period lasted 14 days. Thereafter the periods 
returned to normal. Eighteen months later the patient became pregnant 


and was delivered at term by natural forces of a normally developed living 
male child. 
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ENorMous LUTEIN Cysts DEVELOPING AFTER THE EXTRACTION OF A HyYDATI- 
DIFORM MOLE; SUBSIDENCE WITHOUT OPERATION. 


In this case cystic ovarian tumours developed a few days after the 
extraction of a hydatidiform mole. The tumours rapidly filled the abdomen; 
within two weeks they almost reached to the costal margin; after which 
they gradually diminished in size until six months later none could be 
detected. The titre of urinary hormone was 6,000 rabbit-units per litre at 
the time of maximal size of the cysts. Four months after the evacuation 
of the mole the titre was below 111 units, at six months the titre was below 
50 units. 

P. Malpas. 


Bruxelles Médical. 


Special Issue devoted to a Report of the proceedings of the Medical Con- 
gress held June 2oth to 24th, 1936. 

A review of ten years’ work at the sterility clinic at Lariboisiere. L. 
Devraigne. 

Nicolas-Favre disease. J. Nicolas. 


Vol. xvii, No. 20, March, 14th, 1937. 
*A case of infected adenoma of the breast developing during pregnancy. 
Charles Mayer. 
Société Belge de Gynécologie et d’Obstétrique. Report of meeting held 
February 6th, 1937. 
Multiple myomectomy followed by pregnancy. J. Rouffart-Marin. 
A case of infected adenoma of the breast developing during pregnancy. 
C. Mayer. 
A case of genital actinomycosis. J. Schockaert and E. de Cooman. 
Prolonged retention of a foetal bony fragment in the uterus. R. Bourg and 
P. Lahaye. 
Vol. xvii, No. 21, March 21st, 1937. 
Société Belge de Gynécologie et d’Obstétrique. Report of meeting held on 
March 6th, 1937. 
A new test permitting the early and differential diagnosis of pre-eclamptic 
states. J. Lambillon. 
A case of haematometra and cervical ulceration associated with prolapse. 
R. Schockaert. 
Two cases of congenital malformation of the heart. J. Lambillon. 


Vol. xvii, No. 22, March 28th, 1937. 
*The diagnosis of large abdominal cystic tumours. Paul Lavand’homme. 


Vol. xvii, No. 24, April 11th, 1937. 
Société Belge de Gynécologie et d’Obstétrique. Report of proceedings. 
Luteinoma of ovary. R. Bourg and M. Rocmans. 
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Two cases of intestinal occlusion in the newborn. E. Peetermans. 

Hypertension induced by injections of icoral in pregnant and parturient 
women. R. Schockaert and J. Lambillon. 

A case of haematocolpos. R. Schockaert. 


Vol. xvii, No. 25, April 18th, 1937. 
*Axial torsion of a fibromyomatous uterus after the menopause. M. Brouha. 


A Case or INFECTED ADENOMA OF THE BREAST DEVELOPING DURING 

PREGNANCY. 

The patient described was 19 years of age and complained of a painful 
swelling of the breast at the fourth month of pregnancy. This had developed 
rapidly and was conservatively treated. It increased in size, pyrexia de- 
veloped and a deep-seated abscess was diagnosed. Multiple incisions were 
made on two occasions and vaccines were administered. The condition 
improved only slightly and just before term biopsy proved the diagnosis of 
pericanalicular fibro-adenoma. The breast was amputated four days after 
the delivery of a malformed child. 

The author believes that both inflammatory and mioplastic lesions were 
present in this case, and supposes the rapid development of the latter were 
due to the high level of oestrin in the blood during pregnancy. 


THE DIAGNOSIS OF LARGE ABDOMINAL CysTIc TUMOURS. 

The difficulty presented by the differential diagnosis of such tumours and 
the value of radiological investigations of the alimentary and renal tracts 
are emphasized. 

Three illustrative cases are described. In the first, bilateral ovarian der- 
moid cysts, one included in a cystadenoma, were found. The second patient 
had an ovarian cyst with acute torsion of the pedicle at the twelfth week 
of pregnancy. The last case was diagnosed as an ovarian cyst, but proved 
to be a cyst of the urachus which was adherent to the bladder. This was 
first marsupialized and subsequently removed more or less entirely. The 
patient developed a urinary fistula which closed spontaneously. 

The author concludes by pointing out the value of examining patients in 
the Trendelenburg position. 


AXIAL TORSION OF A FIBROMYOMATOUS UTERUS AFTER THE MENOPAUSE. 

The patient, aged 58, was a virgin, and had ceased to menstruate for 10 
years. Abdominal enlargement had been noticed for two years, but the 
patient’s health remained good until she was suddenly seized with abdominal 
pain while lying down. 

At laparatomy a fibromyomatous uterus, completely twisted on the cer- 
vix, and engorged with blood, was found. 

Subtotal hysterectomy was followed by recovery. 

The rarity of the development of fibromyomata after the menopause, and 
of torsion of the uterus, are mentioned 

J. N. A. Jeffcoate. 
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Archiv fir Gynakologie. 


Band 162, Heft 1. 


*Experimental investigations concerning the position of the uterus in the 
sexual-hormone system. P. Hauptstein and E. Biihler. 
Angioma mesenchymale of the placenta. J. Beaufays. 

*Pregnancy following the treatment of functional disorders of the Ovaries 
by ovarian hormones. T. Beckmann. ‘ 

Intra-uterine function of the foetal lungs and liver. B. Szendi. 

Granules in the endometrium. H. Rauscher. 

*The problem of bacterial virulence in the sphere of obstetrics and 
gynaecology. T. Koller. 

Qualities of sensation elicited from the female sexual organs, with special 
reference to the conduction of pain sense. F. Beetz. 

*Ketonaemia and pains in pregnancy and labour. G. Fahlberg and 
I. Margolin. 

The lipoid and fat content of the foetus. G. Effkemann. 

Experimental researches concerning overfunction of the adrenal cortex. 
H. O. Neumann. 

*Demonstration in the ovarian follicle of a substance having an action on 
metabolism. K. J. Anselmino and F. Hoffmann. 

The formation of membranes on the surface of retained human foetiis. 
H. v. Briicke. 


. Band 162, Heft 2. 

Obituary: Hugo Sellheim. 

The foetal urine. M. Tausch. 

*A critical survey of the treatment of hyperemesis gravidarum. O. 
Bokelmann. 

Statistical and experimental considerations regarding the numerical 
influence on sex-proportions according to Archibald Kaven. O. Schéner. 

*Clinical and pathological studies in connexion with the suprarenal cortex. 
H. O. Neumann. 

*Is there a symptomless period in the development of cancer of the cervix? 
A. Liepelt. 

*Labours following Caesarean section. P. Langen. 

Comparative investigations concerning the sensitiveness to pituitrin and 
adrenalin of the uterus, urinary bladder, and large intestine of the 
rabbit in different phases of ovarian function. K. Podleschka and 
H. Dworzak. 

Adenoma of Gartner’s duct. W. Rust. 

Lymphosarcoma of the parametrium. W. P. Tobilewitsch. 

*The action of corpus luteum extracts on metabolism. K. J. Anselmino 
and F. Hoffmann. 


Band 162, Heft 3. 


*A case of protracted ovarian pregnancy with living and healthy child. 
W. Schorsch. 

The chorionic duct in man. L. Brings. 

Vitamin C and the placenta. W. Neuweiler. 
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The value of the Baldwin-Mori method for the formation of an artificial 
vagina. A. Gridnev. 

The complement-fixation reaction of Bordet and Gengou during the first 
days of the puerperium. S. A. Fraymann and_N. W. Pirogowa. 

Tubal alterations after Madlener’s sterilization operation. K. Hartmann. 

Characters of the elastic fibres of the human portis in sexual maturity and 
their alteration in prolapse and early cervical cancer. E. Scipiades, jun. 

Possibilities of the uterine musculature becoming swollen. E. Navratil. 

Estimation of the lactation hormone of the anterior lobe of the pituitary. 
P. S. Chasin, 

*Morphological and biological changes in the vagina during pregnancy from 
the action of the trichomonas vaginalis, B. Szendi. 

*Eclampsia as a variety, induced by pregnancy, of the latent disease of the 
female organism. G. v. Bud. 

Menstrual cycle and abdominal exercises. B. Skerlj. 

*Pathology and treatment of hyperemesis gravidarum. S. Biro. 

*The effect of continued administration of unphysiological amounts of 
follicular hormone on the genitalia of female rats. C. Kaufmann and 
E. Steinkamm. 

*““Tncretogenous’’ heterotype epithelial proliferations in the uterus. A. 
Migliavacca. 


Band 163, Heft r. 

*An unusual ovarian malformation. R. Briihl. 

Biometric observations in full-time infants. E. Wehefritz and E. Gierhake. 

*The mitogenetic irradiation from the blood and its significance in the early 
diagnosis of cancer of the uterus. O. E. Nudolsekaja. 

“Ectopic decidua in the ovaries in old age and the connexions between 
ovary, breast, and hypophysis in the climacteric. J. Wallart. 

*The genesis of subchorionic cysts of the placenta. K. v. Pallos. 

*The relations between the follicular hormone and pathophysiological con- 
ditions of increased-growth in the breasts. Part I: Development of the 
mammary gland in the rat in the presence of increased amounts of 
follicular hormone. Part II: Animal experiments concerning the signifi- 
cance of protracted and increased action of follicular hormone in the 
genesis of fibrosis mammae cystica. L. Herold and G, Effkemann. 

The Glaser-Haempel fish test for the male sex hormone and the corpus 
luteum hormone. A. Miller. 

*Evipan-sodium as a means of narcosis and twilight sleep in obstetrics and 
gynaecology. V. Féderl. ? 

The antithyreotropic substance in the blood in eclampsia. M. Wiegand. 

The influence of season and light on the genital functions in the female. 
H. Kirchhoff. 

Essential hypertonic disease as a complication of pregnancy. G. 
Tsutsulopulos. j 

*Concerning the question of the development of the human vagina. Part II: 
Including the alterations of the dorsal sinus-wall of the insertion of the 
epithelial vaginal cord and its further development up to the com- 
mencement of epithelial full-development. Robert Meyer. 
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EXPERIMENTAL INVESTIGATIONS CONCERNING THE POSITION OF THE UTERUS 
IN THE SEXUAL-HORMONE SYSTEM. 


The uterus probably exercises some activity as an organ of internal 
secretion, and opinions to the contrary are the result of too short a period 
of observation. In the rat, hysterectomy for a space of three months is 
followed by no change in the vaginal oestral cycle: later the oestral periods 
succeed more quickly and become longer; the ovaries now contain very 
numerous corpora lutea. This phase is followed by one in which the 
interoestral period is prolonged, the yellow bodies diminish, and the ovaries 
show degenerative changes. The first phase is probably due to the removal 
of inhibitory factors diminishing the antuitary gonadotropic hormone 
activity: the second to lessened antuitary activity. Hypophyses of 
hysterectomized rats exercise on the ovary of infantile animals a weaker 
luteinizing effect than is shown by those of normal rats: probably they 
contain less luteinizing hormone because removal of the uterus eliminates a 
substance which limits the production of gonadotropic hormone. The 
uterus of mature animals inhibits the action of antuitary hormone on the 
ovary to a differing extent in different cyclical phases—the uterus removed 
during pro-oestrus being most potent. 


PREGNANCY FOLLOWING THE TREATMENT OF FUNCTIONAL DISORDERS OF THE 
OVARIES BY OVARIAN HORMONES. 


Buschbeck has reported five pregnancies after follicular treatment of 
amenorrhoea or dysmenorrhoea. Clauberg would restrict treatment'to those 
who, while preserving the menstrual cycle, have a small, normally or 
morbidly placed uterus, and in one patient, three years sterile, was able to 
report pregnancy after treatment wih progynon-B-oleosum. Newmann in 
one case saw similar treatment, after three years’ amenorrhoea, followed 
by pregnancy. Beckmann now gives the successful results recently en- 
countered at the Charité in Berlin: pregnancy followed treatment in 
secondary amenorrhoea (two cases), oligomenorrhoea (one case), hypo- 
menorrhoea (three cases), and dysmenorrhoea (one case) but never in 
primary amenorrhoea. Treatment was given from two to three months; it 
consisted of oestradiol benzoate (progynon-B-oleosum, 5 mg. of the former 
being equivalent to 50,000 mouse-units of the latter). In one case bleeding 
during the following pregnancy responded to treatment with corpus luteum 
(7 mg. of progesteron equals 20 units of proluton), and in the patient with 
dysmenorrhoea its return after parturition was successfully treated by three 
daily injections of follicular hormone (1 mg.). One of the patients with 
hypomenorrhoea became gravid for a second time without having had 
further treatment. Only one of the seven patients aborted, about the 
twenty-first week. Beckmann remarks that there are seven or eight possible 
explanations of the success of hormone treatment in sterility—by action on 
ovum, ovary, corpus luteum, hypophysis (as Clauberg believes), transit of 
the ovum or nidation, or by modifying the uterus or cervical secretion. 


THE PROBLEM OF BACTERIAL VIRULENCE IN THE SPHERE OF OBSTETRICS AND 
GYNAECOLOGY. 


Koller points out that the well-known researches of Ruge and Philipp in 
1922 and 1923 were a development of those of Lamers in 1912, which have 
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been forgotten. His own observations have included not only aerobic but 
anaerobic cultures, and are claimed to be specially reliable as concerning 
very large series of cases. In the first place he compared 1,680 vaginal and 
abdominal operations in which preoperative virulence tests had been made 
from the cervico-vaginal secretions with 822 similar operations in which 
those secretions had been found free from streptococci or staphylococci. 
In both series post-operative inflammatory complications were infrequent 
(1.1 to 1.7 per cent of cases) and it would seem that with present-day 
operative technique a positive virulence-test is of little practical importance. 
Secondly, an analysis of 59 cases of carcinoma treated by operation and 
113 by radium showed that inflammatory complications followed more 
frequently in those with a positive virulence-test: in addition a follow-up 
after several years showed that those surviving had been to a special degree 
exempt from. complications or continued pyrexia after application of‘radium 
to the cervix. Thirdly, in comparatively small series of spontaneous and 
operative deliveries, 210 and 44 respectively, there was a close correspondence 
between the incidence of positive virulence-tests and puerperal infection 
ailments. In inflammatory disease, and especially in cases of sepsis with 
purulent thrombophlebitis, no practical value attaches to virulence-tests of 
the cervical or vaginal secretion. 


KETONAEMIA AND PAINS IN PREGNANCY AND LABOUR. 


Fahlberg and Margolin have been moved by a recent report of Gugergritz 
and his.co-workers at Kiew that various painful conditions are associated 
with ketonaemia to test the blood in pregnancy and labour. They find that 
towards term ketonaemia, though frequent, is by no means invariably 
present; that the ketone bodies, especially g-oxybutyric acid, increase slightly 


during the first stage and rapidly during the second stage of labour: and 
that ketonaemia has regained normal proportions by the third day post- 
partum. Increase of ketone bodies may here be due to pain or to tissue- 
trauma: it was ascribed by Gugergritz in other conditions to a viscero- 
visceral reflex in which hepatic changes cause changes in the acid-base 
equilibrium. 


DEMONSTRATION IN THE OVARIAN FOLLICLE OF A SUBSTANCE HAVING AN 
ACTION ON METABOLISM. 


Anselmino and Hoffmann now amplify their preliminary report made in 
1932. Purified extracts of cows’ or pigs’ ovaries, or follicular juice from 
cows, which are free from corpus luteum hormone, cause, as shown by 
animal injections, (1) an increase of the basal metabolism, (2) an increase 
of the blood-calcium, (3) an increase of the ketone bodies in the blood, 
(4) an increase of the effect of insulin injections on the blood-sugar. None 
of these effects, on the other hand, follows the injection of crystalline 
c-follicular hormone as prepared from pregnancy urine or dihydro-follicular 
hormone (oestradiol), or of other visceral extracts as controls. It follows 
that the oestral hormone is not identical with that increasing metabolism. 
The effects of the latter are absent in animals from whom the thyroids 
and/or parathyroids have been removed. The idea at once suggests itself 
that the metabolism-stimulating ovarian hormone may be identical with 
one of the isomers (or closely related substances) of oestral hormones which 


780 





REVIEW OF CURRENT LITERATURE 


have recently been prepared from pregnancy urine: of these, however, 
Anselmino and Hoffmann have been able to show that equilin and equilinin 
are inactive. An inference of practical importance is that the lack of success 
which has hitherto attended the treatment of menopausal symptoms by 
large doses of oestral hormone, prepared from pregnancy urine and 
standardized by the Allen-Doisy test, is perhaps now explicable. 


A CRITICAL SURVEY OF THE TREATMENT OF HYPEREMESIS GRAVIDARUM. 


Broadly speaking, Bokelmann divides patients with hyperemesis 
gravidarum into those without and those showing a neuropathic causal 
component. The former desire maternity and their own children; no neuro- 
pathic or psychopathic taint is demonstrable; and time should not be here 
wasted in psychological investigations, but recourse had at once to anti- 
toxaemic measures, of which glucose-insulin therapy is much the most 
effective, the glucose being given intravenously. When the patient recoils 
from the prospect of maternity and this psychical attitude cannot be 
reversed—as, for example, in cases of material necessity—any sort of treat- 
ment is likely to be unsuccessful and it is unwise to persevere in conservative 
therapeutic measures: recourse, it is inferred, may here with less concern 
be had to abortion because either (1) in cases in which the economic motive 
is the paramount psychical factor the patients are usually already mothers 
and their preservation for their existing children is important, or (2) those 
with persistent negativism towards motherhood are precisely those for whom 
fruitfulness is least desirable from the combined viewpoints of biology and 
heredity. There is, however, a special group of women who desire 
maternity, but who show signs of a neuropathic constitution and in whom 
hyperemesis is due to conscious or unconscious fears either of the continu- 
ance of pregnancy or of labour. Two instances of successful treatment of 
severe hyperemesis in this group are related, with details of the psychological 
analysis (not according to Freudian principles, however) which was made. 


CLINICAL AND PATHOLOGICAL STUDIES IN CONNEXION WITH THE SUPRARENAL 

CORTEX. 

Neumann gives an account of our knowledge concerning the connexion 
between hyperplastic adrenal-cortex or accessory foci of cortex, and 
masculinization or inter-renalism, and points out that there is yet much to be 
learnt from systematic autopsy and clinical studies. The relative preponder- 
ance of cortex over medulla at birth is well known. Neumann finds no 
difference in the weight of the suprarenal at birth in males and females. 
Although hyperplastic or heterosexual characters have often been reported 
in newborn females showing adrenal hyperplasia, few reports have been 
published concerning hyperplasia found in serial observations. Neumann’s 
series of 30 female infants contained two examples: of adrenal enlargement, 
but both had normal external and internal sexual organs and normal weight. 
An infant examined at the age of four days for determination of the sex 
had pigmented labia and a clitoris measuring 2.5 cm. by 1.2 cm.—the 
decision had to be deferred until autopsy which revealed female. organs 
only internally and very great adrenal hyperplasia. Possibly hyperplasia 
of the adrenal cortex or the presence of accessory foci of suprarenal tissue 
is responsible for certain obscure cases of reversal of sex characters in the 
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absence of arrhenoblastoma or suprarenal tumour. (Neumann, however, in 
45 stillborn males saw 12 examples of para-testicular nodes of adrenal 
cortical tissue, but no heterosexual stigmata.) One case is related of a 
woman aged 31 years with abundant virile hair distribution, from whom 
bilateral ovarian carcinomata were removed. One Ovary contained a node 
of suprarenal cortical tissue, the size of a date: after operation hair dis- 
appeared from the face, but not the trunk. A second patient, aged 29 years, 
had hair on the lip and chin, as well as in great abundance on the thighs: 
a nodule of tissue regarded as suprarenal cortex was found in the lining of a 
parovarian cyst. In these two patients enlargement of the clitoris, obesity, 
hyperpiesis and glycosuria were absent. 


Is THERE A SYMPTOMLESS PERIOD IN THE DEVELOPMENT OF CANCER OF THE 
CERVIX? . 


Stahler (Archiv. Gyndkol., 1933) has reported that the average symptom- 
free time in cancer of the cervix is seven months, and that the growth 
is already inoperable, one woman in eight applying for treatment at the 
time of the first symptom. According to Liepelt the term ‘‘latent period”’ 
is applicable only to the very earliest stages, in which the growth is not yet 
susceptible of macroscopical recognition. The more carefully patients are 
questioned and the more accurately they themselves keep watch, the more 
do the significance and duration of clinical latency become diminished. 
Loss of time in the detection of cancer of the cervix is chiefly due to the 
patient’s negligence, to a slighter extent to an unscientific attitude of the 
practitioner. The campaign for early detection is in every way praiseworthy 
and attempts to belittle its value by relation of exceptional cases are to be 
deprecated. 


LABOURS FOLLOWING CAESAREAN SECTION. 


According to Langen serious anxiety need now no longer be felt in 
connexion with labour in those who have previously had Caesarean section. 
He analyses 289 such labours, of which 153 were terminated by the vagina 
and 136 by a second, third, fourth or fifth abdominal Caesarean operation. 
There were two maternal deaths—one from rupture of the uterus during 
vaginal delivery with the forceps and one from peritonitis after abdominal 
hysterectomy. The foetal mortality was 2.1 per cent to 3.9 per cent for 
vaginal delivery and nil for Caesarean delivery. The indications for the first 
Caesarean section in the 221 patients had been foeto-pelvic disproportion in 
140, eclampsia in 30, placenta praevia in. 27, and other causes in 24. The 
conclusion is drawn that each case merits a new and independent considera- 
tion of the proper mode of delivery, preference being given when possible 
to the vaginal route. No fewer than 77 per cent of vaginal labours gave a 
spontaneous vertex delivery. The figures come from Cologne. 


ACTION OF CoRPUS LUTEUM EXTRACTS ON METABOLISM. 


From experiments in rabbits Anselmino and Hoffmann conclude that 
extracts of corpus luteum, available in 1931, 1932 and 1933, inhibit the 
action of insulin on the blood-sugar, of the posterior pituitary on diuresis, 
of the anterior pituitary on the blood-content of ketone substances, and of 
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parathyroid hormone on the biood-calcium: the effect of thyroxin on the 
basal metabolism and of adrenalin on glycaemia were not, however, in 
any way modified. A special metabolism-inhibiting substance may be con- 
cerned, for chemically pure g-progesteron is inactive in this connexion. It 
is pointed out that the effect of the corpus luteum on metabolism is opposed 
to that of the follicular fluid. Confirmation is here found of the old 
gynaecological view that with the menstrual cycle the whole of the biological 
processes in the female are modified pendulum-wise. 


A CASE OF PROTRACTED OVARIAN PREGNANCY WITH LIVING AND HEALTHY 
CHILD. 


Schorsch’s case is interesting not only for its rarity but also for the 
difficulty of diagnosis. The patient, who had three children, was aged 30 
years; she was under treatment for 17 days for signs of commencing labour 
and was thought to have cystopyelitis and myoma. Abdominal, vaginal 
and radiological examination gave apparently normal findings and did not 
suggest an extra-uterine pregnancy. This was finally suspected because cf 
the contrast between extremely severe pains and failure of labour to 
advance in a multipara, in spite of the vertex being on the pelvic floor; 
the lack of dilatation of the cervix; and, finally, the presence of a supra- 
pubic tumour. 


MORPHOLOGICAL AND BIOLOGICAL CHANGES IN THE VAGINA, DURING PREG- 
NANCY, FROM THE ACTION OF TRICHOMONAS VAGINALIS. 


Szendi, writing from Decebren in Hungary, found trichomonas vaginalis 
in 88 of 200 pregnant women. The demonstration was facilitated by a 
method of staining which included (1) quick drying in ordinary air of a very 
thin film, (2) half-an-hour’s staining, at least, with 1:2 or 1:3 diluted 
May-Griinwald stain, followed by washing with water and up to one hour’s 
further staining with 1:20 Giemsa solution, (3) differentiation by means of 
acetone-xylol solutions (95:5, 70:30, then 30:70), and (4) clearing with 
xylol. Of the 88 patients one-third had no morbid signs or symptoms, 
two-thirds had an abundant, foamy discharge, and not quite one-third had 
signs of vulvo-vaginitis. The investigation included histological examination 
of the vaginal wall, and estimation of the acidity, lactic acid content and 
flora in the vaginal secretion. The cause of the leucorrhoea was found in 
an acute purulent vaginitis with intra-epithelial and subepithelial vesicula- 
tion and pustulation: pseudomembranous plaques and slight superficial 
ulcerations were characteristic. The epithclial glycogen was much 
diminished. The trichomonas lives only in cast-off, necrotic tissue. The 
flora and acidity of the vaginal secretion were little altered, and trichomonas 
lives in symbiosis with Doederlein’s bacillus, producing itself lactic acid. 
The vaginitis is the result of irritative action of the trichomonads and there 
is much variation in the virulence of the organisms and in individual 
resistance—trichomonas being a facultative, but directly pathogenic parasite. 
Trichomonas undoubtedly in some cases opens the door for entry of pyogenic 
cocci, whose virulence, however, it at the same time diminishes by its 
formation of lactic acid. It seems to play nc important part in the 
causation of puerperal morbidity. 
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ECLAMPSIA AS A VARIETY, INDUCED BY PREGNANCY, OF THE LATENT ILLNESS 

OF THE FEMALE ORGANISM. 

After a critical consideration of pituitary malfunction, climatic conditions, 
and toxaemic manifestations as aetiological factors in connexion with 
eclampsia, and after reviewing the autopsy findings in ‘‘eclampsia without 
convulsions and for coma’’ as well as the non-specific autopsy findings in 
convulsive eclampsia, v. Bud returns to the support of his contention thai 
eclampsia is an allergic response to focal infection, ‘‘Convulsive eclampsia 
is simply a variety of the latent illness of the female organism—a variety 
induced by pregnancy and through external influences.’’ He gives details 
of a series of 11 cases of convulsive eclampsia, two of pre-eclampsia, and 
one of pyelitis with nephropathy, in all of which chronic purulent tonsilitis, 
sometimes combined with inflammatory dental or pharyngeal foci, was 
present. In some, toxicodermic conditions, pyodermia, acne, pityriasis 
versicolor were present; and in four cases the infant showed pyodermic 
manifestations. 


THE PATHOLOGY AND TREATMENT OF HYPEREMESIS GRAVIDARUM. 


An account of 24 cases successfully treated by conservative measures is 
given: in nine isolation in hospital of itself sufficed, in four only hypnosis 
only was used, and the rest responded to medicinal and psychical treatment. 
In the same period four patients needed induction of labour or abortion. 
A high value of serum bilirubin or a positive direct van den Bergh’s test 
pointed to a severe case, but did not—without a consideration at the same 
time of the clinical conditions—justify induction: for this icterus, diminished 
diuresis, and apathy or stupor were the most decisive factors. Importance 
is attached chiefly to conservative treatment, to hypnosis and _ insulin- 
glucose therapy. 


THE EFFECT OF CONTINUED ADMINISTRATION OF UNPHYSIOLOGICAL AMOUNTS 
OF FOLLICULAR HORMONE ON THE GENITALIA OF FEMALE Rats. 


In Kaufmann and Steinkamm’s experiments oestrol or oestradiol benzoate 
was given in moderately large doses for several months. Like other 
observers they found an increase of size and softening of the uterine horns, 
together with the appearance in them of epithelium resembling squamous- 
cell epithelium, partly from metaplasia but partly from extension from the 
cervix. Desquamation of the horny lamellae was noted. The musculature 
was not penetrated, but a pronounced inflammatory reaction, sometimes 
with pyometra or fibrosis, was frequently found. 


INCRETOGENOUS HETEROTYPE EPITHELIAL PENETRATIONS IN THE UTERUS. 


Migliavacca from the combined use of (1) follicular hormone, (2) corpus 
luteum hormone, which is not indispensable and can be replaced by larger 
doses of folliculin, (3) an indirect antuitary hormonic stimulus provoked by 
castration, was able to induce in rats disorderly endometrial proliferation, 
in which sometimes the basal membrane was penetrated and disappeared 
and the myometrium was reached. In the genesis of such forms, which 
suggest a neoplasm, the indirect hypophyseal stimulus is taken as replacing 
the mechanical stimulus, or chemical stimulus (tar, ammoniatic hydro- 
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carbons, cholesterol, etc.) which was found necessary in previous experi- 
ments. 


An UNusuAL OVARIAN MALFORMATION. 


Right and left cystic ovarian tumours, thought to be carcinomatous, 
were removed from a girl with secondary amenorrhoea. They consisted of 
fibrocystic tissue from which well-developed follicles were practically absent 
but which contained scattered groups of irregularly arranged granulosa-cells, 
with somewhat cylindrical form and darkly staining nuclei. The possibility 
is discussed of their being foetal remnants of unused granulosa-cells: how- 
ever, they showed no proliferative tendency, seeming to be effectvely 
invested by active connective tissue, 


THE MITOGENETIC IRRADIATION FROM THE BLOOD AND ITS SIGNIFICANCE IN 
THE EARLY DIAGNOSIS OF CANCER OF THE UTERUS. 


Nudolskaja fully confirms the report of Gurwitsch that the latter’s 
ultra-violet waves, which he found to be given out by many animal and 
vegetable tissues that are the site of active cell-division, and which are 
detected by their stimulating effect on mitosis in hay or bacterial cultures, 
etc., are given out by the blood of healthy human subjects but are absent 
from the blood of carcinomatous patients. The same tissues or cultures in 
many cases serve as the source and detectors of the waves. Of human 
tissues, muscles, bone-marrow, intestinal epithelium, corneal epithelium, 
lymphatic glands, the blood and the haemopoietic organs are mitogenetic, 
i.e., send out the waves in question. They are absent in the blood during 
senility, in blood-diseases, and in nitrobenzole or quinine poisoning. In 
cancer of the female genital organs the mitogenetic reaction was still 
absent for six months after successful treatment but then returned in 
clinically cured cases. The occasional contra-indications between the 
irradiation test on the one hand and histological and clinical diagnosis on 
the other, as well as the absence of irradiations from the blood of a small 
percentage of healthy subjects, make it impossible to regard it as specific 
in the diagnosis of cancer. However, a negative irradiation test justifies the 
most careful watching of the suspicious case, and persistence of a positive 
test after treatment is a fairly certain sign of persisting cure. 


Ectopic DECIDUA IN THE OVARIES IN OLD AGE AND THE CONNEXION BETWEEN 
Ovary, BREAST, AND HYPOPHYSIS IN THE CLIMACTERIC. 


“Even after cessation of ordinary sexual activity the hormonic and neural 
reciprocal influences between ovary, breast and hypophysis still persist, if 
in diminished degree, well into old age.’’ Wallart now reports three more 
cases, making seven in all, in which at ages of 56 to 88 (1) the ovaries 
showed, in addition to well-marked decidual cell formation, signs of cellular 
activity in the cortex, rete, hilar nerve tissue and para-hilar nerve tissue, 
(2) the breasts showed signs of secretion in acini and ducts, sometimes with 
cystic adenopathy, (3) the hypophysis showed abundant development of 
pregnancy cells. 


K 785 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


THE GENESIS OF SUBCHORIONIC CYSTS OF THE PLACENTA. 


K. v. Pallos in 2,500 placentae could find subchorionic cysts with the 
naked eye in 4.6, with the lens in 36.8 per cent. Microscopically they are 
invariably present. Small cysts are the more frequent and are found in 
the outer third of the placenta; large cysts are rarer and lie in the middle 
third near the points of bifurcation of the large vessels. From a study of 
serial sections it is concluded, in opposition to older teaching, that the cysts 
are of foetal origin, not from the subchorionic cell layer or syncytial cells, 
but from the septal trophoblastic cell-layer which is connected with and 
arises from the basal ectoderm. The cyst contents are derived from hydropic 
degeneration of the proliferating trophoblastic cells of the septa. Subcystic 
necroses of the placenta are the result of mechanical interference with the 
circulation of the blood. The cysts have no clinical significance. 


THE RELATIONS BETWEEN THE FOLLICULAR HORMONE AND PATHOPHYSIO- 
LOGICAL CONDITIONS OF INCREASED GROWTH IN THE BREASTS. 


The action of prolonged daily administration, for three months and more, 
of follicular hormone on the structure of the mammary gland, in rats, is 
described. In male castrates and non-castrates and in female castrates it 
leads first to cyst-development and then to epithelial proliferation, epithelial 
hydrops and fibrous transformation of the connective tissue stroma. Such 
changes are absent‘in female non-castrated adult rats after similar treatment. 
An increased and protracted follicular hormone production is probably 
concerned in the genesis of fibrocystic disease of the breast in the human 
subject. 


EVIPAN-SODIUM AS A MEANS OF NARCOSIS AND TWILIGHT SLEEP IN OBSTETRICS 
AND GYNAECOLOGY. 


This paper is a review of 3,000 evipan-sodium narcoses in gynaecology 
and 500 in obstetrics, including 200 in which it was used for diminishing 
pain in spontaneous labour. There was not any death, one case of cardiac, 
and one of respiratory collapse. Far from being ‘‘unsteuerbar’’ evipan- 
sodium can be given (in fairly long operations) in graduated dosage guided 
by the reactions produced: in half a minute 1 cubic centimetre of warmed 
solution is injected, and from 3 to 6 cubic centimetres usually suffice. No 
one injection can be expected to be effective for longer than 10 minutes: 
succeeding injections should not exceed the volume of % to 1 cubic centi- 
metre. For brief anaesthesia, as for the incision of the hymen, punctures, 
curettage, perineal repair, manual detachment of the placenta or insertions 
of radium, and latterly for forceps application or for extractions, the drug 
is injected more quickly, at the rate of 1 cubic centimetre a second, up to 
4 to 6 cubic centimetres in all. Twilight sleep is induced by under-dosage, 
either as a 20 minutes’ alleviation of the end of the second stage, or as a 
many hours’ continued sleep through the greater part of labour. For the 
first-named purpose, half a cubic centimetre of thymophysin is injected 
intramuscularly, followed, about 20 minutes before the exit of the head is 
anticipated, by 3 to 5 cubic centimetres of evipan-sodium given intra- 
venously at the rate of 2 cubic centimetres a minute: if birth is delayed 
2 more cubic centimetres are given. No case of inertia or foetal distress 
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has been noticed and the subjective results have been satisfactory. For 
more lasting twilight sleep intramuscular administration was found ineffec- 
tive, but the following technique was successful in 200 cases, with complete 
retrograde amnesia. Towards the middle of the second stage 2 cubic 
centimetres of evipan-sodium are rapidly injected intravenously: the 
remaining 8 cubic centimetres of solution are injected into the extensor 
muscles of the thigh (mot the gluteal muscles, in which the deposit is apt 
to be made in the interfascial fat). The sleep lasts 6 hours, may have 
to be reinforced by a second intravenous injection of 1 cubic centimetre, 
and has to be supplemented, as the head emerges from the outlet, by 
2 cubic centimetres given into a vein. If delivery takes longer than the 
expected 6 hours a new intramuscular depot of 10 cubic centimetres is 
introduced without trepidation. Restraint of the patients by linen bands 
attached to the bed, is required in half the cases, but the pains and 
incidents of labour are completely forgotten. Fdéderl has found only 5 per 
cent of patients to be evipan-refractory. 


CONCERNING THE QUESTION OF THE DEVELOPMENT OF THE HUMAN VAGINA. 
Part II. 


Part II of Robert Meyer’s work covers more than roo pages. The 
first five pages contain a summary of Part I (Archiv. fiir Gyndkol., 158, 
1934) which deals with serial sections of Groups I, II and III (foetfis 
measuring 24 to 40 mm., 40 to 70.mm., and 70 to 95 mm., respectively, in 
length). In the present instalment serial transverse sections of foettis 
measuring 80 to 135 mm. long are described and illustrated in very great 
detail which is not readily susceptible of abstraction. In the alterations of 
the dorsal sinus wall at the place of attachment of the epithelial vaginal 
cord and its further development up to the commencement of full epithelial 
development, three main types are distinguished. In the first there is well- 
marked outgrowth in the craniodorsal direction of a Wolffian epithelial 
cord with a diverticulum of the sinus. In the second the diverticulum is 
not found, and a mesenchymal outgrowth is a more frequent concomitant, 
producing varying degrees of longitudinal stretching of the urethro-vaginal 
septum. A specially well-marked development of the last-named charac- 
terizes the third type. Newly formed cells of the sinus epithelium help on 
each side in the formation of the medial vaginal plate, but the sinus- 
epithelial investment of the Wolffian ducts does not become incorporated 
in the vaginal wall, although contributing to the lateral plates of the 
vaginal cord. 

W. E. Crowther. 


Zentralblatt fiir Gynakologie. 


March 20, 1937. Number 12. 


The condition of the blood in pyelitis gravidarum. E. v. Schubert. 

New points of view in the institutional treatment of pyelitis of pregnancy. 
G. Kulitzy. 

Eclampsia and decapsulation of the kidney. R. Ahrens. 
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*Pregnancy glycosuria. H. Dietel. 
A gigantic foetal bladder with congenital pseudocirrhosis of the liver with 
eclamptic necrosis and ascites. F. Gercken and R. Knepper. 


March 27th, 1937. Number 13. 

Female genital tuberculosis. Th. Heynemann. 

A case of ovarian actinomycosis. H. O. Kleine. 

Partial precocious puberty in a child of four years with a polymorphonu- 
clear ovarian sarcoma. O. Gragert and E. Wiesener. 

The anatomical over excitation of the menstrual cycle in hormonal therapy. 
W. Reifferscheid. 

Myelotic leucaemica and chloromyelotic leucaemica in pregnancy. S. 
Zanela. 


April 3rd, 1937. Number 14. 
The saving of the honour of Hegar’s sign of pregnancy. A. Mayer. 
Caesarean section in the treatment of eclampsia and of placenta praevia. 
W. Bickenbach. : 


Primary carcinoma of the cervix and primary carcinoma of the breast. 
R. Cordua. 

Successful delivery of a gigantic foetus with attempts at suggestion for the 
management of delivery under similar conditions. K. Fink. 

Hormone contents of the urine after cell stimulation. L. Kalledey. 


April roth, 1937. Number 15. 
The application of radium in carcinoma of the uterus. W. Gericke. 
Micropathology of the spermatozoa of men with inherited disease. H. 
Stiasny. 
Carcinomatous degeneration of dermoids. W. Breipohl. 
A dermoid with perforations into the small and large intestines. Z. 
v. Szathmary. 
Acute miliary tuberculosis with section in articulo mortis. H. Ruge. 


April 17th, 1937. Number 16. 
*The recognition of the so-called pregnancy diabetes—diabetes mellitis 
gravidarum. H. Gerstmann and E. Klaften. 
Tubal lymphangioma. Z. v. Szathmary. 
Shortening of the abdominal incision in Doerfler’s section. F. A. Wahl. 
Repeated triplet pregnancy. W. Breipohl. 
Hydrotubation in place of pertubation. B. Slamova. 


April 24th, 1937. Number 17. 
*Typical complications of labour with uterine malformations. G. K. F. 
Schultze. 
Remarks on the work of Halban on cirrhosis annularis subhymenalis in 
Zentralblatt fiir Gynikologie, 1937, No. 4. J. Novak. 
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*The treatment of pruritus vulvae and certain forms of skin conditions. 
E. Klaften. 

The question of physiological sterility in the female. G. Riebold. 

*The pathology of extra-amnial pregnancies. Bl. Szendi. 


May 1st, 1937. Number 18. 


Spontaneous delivery after the healing of an early carcinoma of the portio 
following excision in a young subject. H. Hinselmann. 
Further experiments for the maintainance or substitution of menstruation. 
H. Fuchs. 
*The aetiology of early rupture of the membranes. G. K. F. Schultze. 
The clinical findings and treatment of utero-placental apoplexy. K. Heim. 
Savnik. 


Zinc chloride cauterization in benign uncontrolled haemorrhages.  L. 
Savnik. 


May 8th, 1937. Number 109. 

The diminution of uterine pains under the action of follicular hormone. 
H. Druckrey and H. Bachmann. 

*The percutaneous action of the sexual hormones. M. Ito, S. Hajazu and 
T. Kon. 

The search for lutein and oestrin resembling active substances in the 
suprarenal cortex. E. Engelhart. 

Carcinoma on the basis of a dilated endometriosis. E. Reinhardt. 

Foetal chondrodystrophy delivered by section. V. S. Kambosseff. 


PREGNANCY GLYCOSURIA. 


Dietel discusses the incidence of glycosuria during pregnancy and its 
significance. He points out that the output of sugar is more than trifling, 
being at least two grams daily, and that this is not influenced by diet or 
alteration in mode of living. The blood-sugar remains normal and glucose 
tolerance tests show a normal blood-sugar curve within two hours. The 
administration of insulin is without any result in lessening the output of 
sugar. 

In these respects the condition resembles a renal diabetes but it differs 
from this simple condition in that it is an entirely temporary condition 
lasting only during the pregnancy and disappearing entirely after this is 
terminated. The writer records the case of a primigravida, aged 23, who 
came under his care at the sixth month with most obstinate glycosuria. He 
had the opportunity of investigating her case for the remaining months of 
her pregnancy and came to the conclusion that the case was one of renal 
glycosuria, probably of hormonal origin. Folliculin, anterior pituitary hor- 
mone and corpus luteum hormone were administered in varying doses with- 
out any change in glycosuria being produced. From about the beginning 
of the eighth month of pregnancy the patient began to show pigmentary 
changes of the skin of the lower extremities and buttocks which gradually 
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extended to produce a brown discoloration of the whole of her body. The 
pigmentation was diffuse and led to a marked linea nigra in place of the 
linea alba. There was no pigmentation of the palms of the hands or the 
soles of the feet or the mucous membrane. 

The character of the pigmentation was very similar to that found in 
Addison’s disease and, in addition, the patient’s blood-pressure fell from 
120/70 mm. Hg. on addmission to 100/60 mm. Hg. on the appearance of 
the pigmentation. 

With the supposition that there might be in this case a defect of the supra- 
renal function the patient was treated with suprarenal extract without any 
effect being produced. Her condition remained unchanged until her delivery 
at term when the glycosuria.disappeared and thereafter remained absent. Ina 
second-patient, similiar to the first, delivery at term of a stillborn foetus, which 
presented by the breech, was followed by broncho-pneumonia which proved 
fatal in 21 days. During her pregnancy she was treated by intramuscular 
injections of a suprarenal preparation with the result that the glycosuria 
was lessened but never entirely disappeared. The post-mortem examination 
of this patient showed a septic uterine cavity, septic thrombosis of the pelvic 
veins, pulmonary changes and degenerative changes in the suprarenal cortex. 


THE RECOGNITION OF SO-CALLED PREGNANCY DIABETES. 


Gerstmann and Klaften give the characteristics of pregnancy diabetes. 
The patients are usually young women who have previously been healthy. 
In cases of unexplained abortion or foetal premature stillbirth in which 
there is no renal insufficiency or luetic taint pregnancy diabetes should be 
suspected. 

Pregnancy glycosuria disappears after the termination of the pregnancy 
but tends to recur with succeeding pregnancies. The writers point out that 
insulin appears to have no effect on the output of sugar. 

Except in the cases in which there is habitual intra-uterine premature 
death of the foetus the writers do not advise termination of the pregnancy 
before term, because recovery can be confidently expected after delivery. 


TYPICAL COMPLICATIONS OF LABOUR WITH UTERINE MALFORMATIONS. 


Schultze has had the opportunity to investigate 49 cases of uterine mal- 
formation in two years in the University Gynaecological Clinic in Berlin. 
While this number appears somewhat high for a single clinic the writer 
points out that systematic radiological. investigation would probably show 
a greater frequency elsewhere. 

His paper is illustrated by 24 shadow photographs of the genital tract 
in various deviations from the normal, varying from the uterus didelphys to 
the complete double uterus and the single horned uterus. The text gives 
an excellent verbal description of the illustrations. 

The reproductive history of these 49 cases is as follows: 18 women had 
not been pregnant and of these 13 were sterile, 5 were unmarried; the 
remaining 31 women had had 59 births. Of the 59 births 15, or 25 
per cent, were normal. There were 20 premature births, 20 foetfis present- 
ing by the vertex, 20 presenting by the breech, three by the shoulder. 
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In three instances there was such difficulty in the first stage of labour 
that operative interference had to be undertaken. There was difficulty in 
the third stage of labour in 30 per cent of the cases, calling for manual 
removal of the placenta in nine instances and later uterine exploration in 
Io cases. 

The writer considers that the cases of primary sterility were 
not sterile as a result of their uterine malformation so much as a con- 
sequence of under development. In addition it was remarkable how much 
operative treatment had been given to these women without any special 
indication for such interference. Twenty-two women had been subjected 
to laparotomy once and two patients twice for vague dysmenorrhoeic 
symptoms without any suspicion of any genital malformation; in 14 of 
these cases one uterine horn had been removed without any real reason for 
such a removal. The external appearance of the uterine horns gives no true 
indication of the capacity of their cavity which can be more exactly 
estimated by radiography in the non-pregnant state. 


THE TREATMENT OF PRURITUS VULVAE AND CERTAIN FORMS OF SKIN 
CONDITIONS. 


Klaften refers to the excellent results he obtained in a case of pruritus 
vulvae treated by inunction with folipex ointment obtained from the firm 
Sanabo, Anton-Scharff-Gasse, Wien 12. The patient had previously had a 
supravaginal amputation of the uterus performed for multiple myomata 
which was followed in one year by a most intractable pruritus vulvae. 
Inunction with this preparation of follicular hormone, 100,000 units to the 
gram, was followed by a cure in six weeks. One year later, the region of 
the vulva remaining quite clear, the patient developed an intense pruritus 
in the arms and forearms as well as the gluteal regions. Inunction with 
the same preparation was followed by the disappearance of symptoms in 
three days and a return of the skin surface to normal in one week. 

Since 1934, when this case first came under observation, the writer has 
treated 10 cases of pruritus vulvae with folipex ointment without any other 
form of accessory treatment. All these 10 cases have reacted in a most 
satisfactory manner giving good subjective and objective results. 

He considers that these results are far better than those obtained after 
treatment with X-rays or radium. 


THE PATHOLOGY OF EXTRA-AMNIAL PREGNANCIES. 


Szendi refers to the rarity of extra-amnial pregnancy which has been 
recorded in only 15 instances. He points out that theoretically extra- 
amniotic pregnancy may arise as a primary condition from the develop- 
ment of the embryo between the two foetal membranes, or may occur 
secondarily as a result of trauma of the amnion which has developed in a 
normal situation. % 


He records the case of a patient who had nin been spontaneously 
delivered at the eighth month; with her second pregnancy she suffered no 
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known abnormality and was spontaneously delivered at the thirty-eighth 
week. 

The foetus was found to have gross defects of the digits of its hands 
and feet, especially on the left hand. The affected digits appeared to be 
amputed and the site of amputation had undergone cheloid formation with 
tough strands of tissue almost resembling sinuses attached to the cheloid and 
recently torn across. Radiological examination of the extremities confirmed 
the absence of certain phalanges in the affected digits. 

The placenta and the chorion were normal; the amnion was represented 
by a small frill of tissue at the root of the umbilical cord of the size usually 
found at the third month of development. From this amnion strands of 
tissue similar to those hanging from the amputated digits could be seen. 

On histological examination inflammatory changes were found in the 
amnion; tags of this membrane were separated from the main layer forming 
the strands which could be seen with the naked eye. 

The writer believes that his case of extra-amnial pregnancy was normal 
until the third month when some inflammatory change occurred in the 
amnion; this was followed by the formation of adhesions between it and 
the digits of the foetus. The subsequent movements of the foetus tore a 
hole in the amnion and through this hole the liquor amnii and foetus later 
escaped. The subsequent pull on the adhesions drew them out into long 
strands which wound round the digits and, in some cases, resulted in 
amputation. 


THE AETIOLOGY OF EARLY RUPTURE OF THE MEMBRANES. 


Schultze has carried out a statistical investigation of all cases of early 
rupture of the membranes over a period extending from 1912 to 1922. 
During this time he went into the case histories of 12,000 mothers, both 
married and unmarried. 


He found that among the unmarried, most of whom were kept in the 
clinic in Berlin for several months before delivery, the incidence of early 
rupture was very low, whereas among the married it was relatively high 
except during the years 1915 to 1918, when it resembled that among the 
unmarried. 

The only difference he could find between these two classes of patients 
was the frequency of sexual intercourse during the last weeks of pregnancy 
in the married and its absence in the unmarried. 

The writer considers that the occurrence of early rupture of the mem- 
branes after sexual intercourse is not a matter of physical trauma putting 
an undue strain upon the foetal membranes, because the repeated vaginal 
examinations made for teaching purposes upon the unmarried do not result 
in early rupture, although the trauma in unskilled hands may be as great. 
He considers that the effect is upon the sympathetic-adrenal system leading 
not only to rupture of the membranes but also to the incoordinated slow 
process of the first stage of labour which frequently occurs in these circum- 
stances. 
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THE PERCUTANEOUS ACTION OF THE SEXUAL HORMONES. 


Ito, Hajazu, and Kon have carried out a series of experiments into the 
method of administration of folliculin. They have found that folliculin is 
absorbed through the skin by female monkeys and rats, so that in them 
oestrus, uterine hypertrophy and mammary development can be produced. 
The effect depends somewhat upon the vehicle used for the hormone. The 
most marked effect is obtained from a solution containing 60 per cent of 
alcohol, while water, skin cream, lanoline, and vaseline cause a decrease in 
strength. The cutaneous method of administration is to be preferred to the 
oral when a prolonged effect is desired. 

In castrated rats and infantile rats the rubbing into the skin of a 60 per 
cent alcoholic solution is as effective as the subcutaneous injection of a 
watery solution and the subcutaneous use of an oily solution is 10 times 
stronger than a watery solution. The male sexual hormones can be equally 
well administered through the skin. 

R. H. B. Adamson. 


Monatsschrift fiir Geburtshulfe und Gynakologie. 


Vol. xcvii, No. 4, July 1934. 
Antenatal care in the combat of birth complications. F. Stahler. 

*The course of labour following pelvic fracture. K. Welsch. 

*An attempt to diminish maternal and foetal mortality. K. Traube. 

*An investigation on the influence of prolonged anterior pituitary hormone 
administration in the form of prolan on the weight of the organs of the 
guinea-pig. O. Hajek and K. Wepschek. 

*Habitual hydramnios, J. Beaufays. 


Vol. xcvii, No. 5, August 1934. 
*Renal function in pregnancy toxicosis and eclampsia. K. de Snoo. 
*The histo-pathogenesis of tarry cysts, with a communication on the 
pathology of Bartholin’s glands. J. Czyzak. 
Focal diseases and pregnancy toxicosis, G. v. Bud. 


Vol. xcvii, No. 6, September 1934. 
*Our results with radiotherapy for carcinoma cervicis uteri. O. Nebresky. 
Essential pregnancy blood-pressure as a clinical entity. L. Seitz. 
The emulsifying properties of serum from women with genital cancer. 
H. Eufinger and B. Schwemmler. 
*Intracutaneous live vaccine injections for female gonorrhoea. S. Sommer. 
*The cure of extra-uterine pregnancies with the delivery of lithopaedia 11 and 
9 years old. W. P. Umnowa. 


Vol. xcviii, Nos. 1 and 2, October 1934. 
*The influence of thyroxin on blood viscosity with its use as a prophylactic 
measure against thrombosis. Fr. Kausch. 
*The problem of female gonorrhoea, with especial reference to its treatment. 
F. Heimann and F. Schrenk. 
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*The management of labour without manual pressure on the perineum. 
S. A. Fraymann. 

Gemini permagni. K. Holzapfel. 

Symphysiotomy or Caesarean section? K. Holzapfel. 

*The influence of pregnancy and labour on the electrocardiogram. H. 
Eufinger and H. Molz. 


Vol. xcviii, No. 3, November 1934. 
*When should a patient conceive again after recovery from eclampsia or other 
severe pregnancy nephropathia? L. Seitz. 
Birth injuries of the nose. L. Birke. 
A case of graviditas infundibularis. P. Singer. 
The value of the blood sedimentation-rate in the diagnosis of inflammatory 
conditions of the genital organs. H. Guthmann and W. Neuhaus. 
Uterine rupture. W. Maljawinski. 


Vol. xcviii, No. 4, December 1934. 

*Primary actinomycosis of the female genitalia after delivery. E. Junghaus. 
Toxic myocardial damage attributable to pre-eclampsia. H. Winkler. 
Typhus suppuration of an ovarian cyst. L. Honecker. 

A vertical incision for lower-segment Caesarean section. G. v. Bud. 

*Diminution of the mortality for manual separation of the placenta. W. Th. 

Schmidt. 
Progravid in the treatment of the vomiting of pregnancy. W. Th. Schmidt. 

*Primary tubal carcinoma. W. Wlassow. 


Vol. xcviii, No. 5, January 1935. 

*A biological investigation to find an antithyroid substance. H. Eufinger 
and J. B. Gottlieb. 

The value of micro-sedimentation of the red blood-corpuscles in gynaecology 
and obstetrics. F, Heimann. 

*Sterility and uterine myomata. M. Randazzo. 

Absence of libido in the woman and its treatment. W. Th. Schmidt. 

*A case of vagina duplex. W. Th. Schmidt. 

The treatment of gynaecological complaints by vaginal mud tampons. 
O. F. Belitz. 

*Metreurysis as a method of interrupting pregnancy after the twelfth week. 
P. Chaschinsky and S. Jerschow. 


Vol. xcviii, No. 6, February 1935. 

*Operation or radiological treatment of myoma? H. Guthmann and 
W. Atzert. 

Genital haematoma as a birth trauma of the newly born. E. Klaften and 
R. Wagner. 

*The advance of gynaecological hormonotherapy. H. Buschbeck. 

*The treatment of suppurating adnexal tumours by my method. .Svet. Sp. 
Barjaktapovic. 
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THE CouRSE OF LABOUR FOLLOWING PELVIC FRACTURE. 


The author points out that there is very little to be found in the literature 
concerning labour in women suffering from fractured pelvis, and suggests that 
every case encountered should be recorded so that more literature would be 
available to the obstetrician. 

The author first draws attention to the frequency of fractured pelvis, the 
different sites of fracture and the modes of their occurrence. He analyses the 
literature and quotes Weibel, who collected 8 cases of fractured pelvis with 
pregnancy up to 1927. One patient was delivered by Caesarean section, but 
the rest were normally delivered. Two patients died. The writer gives 
details of two of his own cases. The pelvis of the first patient, a primigravida 
aged 25, was fractured as the result of a fall; when labour began the pains 
were weak for 48 hours, after which the cervix was nearly fully dilated, but 
the head was still movable above the brim. The membranes ruptured and 
the head descended somewhat; 15 hours later, in spite of strong pains, there 
was not any advance. An incision was made through the cervix in front and 
behind and the baby was delivered by Kjelland’s forceps. 

The second patient was a primigravida aged 22; her pelvis was fractured 
iv a fall while cleaning windows. Normal delivery occurred. 


AN ATTEMPT TO DIMINISH MATERNAL AND FOETAL MORTALITY. 


The author refers to the Quinquenia, 1911 to 1915 and 1928 to 1933, in the 
Prague Obstetric Clinic. The first he calls the classical Caesarean section 
period. The incidence of classical Caesarean section during this period was 
1.24 per cent of the normal births, with a maternal mortality of 8.9 per cent 
and a foetal mortality of 1.78 per cent. Lower-segment Caesarean section 
was carried out in the second period in 1.29 per cent of all admissions to the 
clinic, and there was a maternal mortality of 2.5 per cent with a foetal 
mortality of 1.67 per cent; 50 per cent fewer craniotomies were done in the 
second period. 


AN INVESTIGATION ON THE INFLUENCE OF PROLONGED ANTERIOR PITUITARY 
HORMONE ADMINISTRATION IN THE FORM OF PROLAN ON THE WEIGHT OF 
THE ORGANS OF THE GUINEA-PIG. 


Hofbauer’s work with continued injection of anterior pituitary hormone is 
referred to. He shows that dilatation of the left heart and also hypertrophy 
of the kidneys resulted. The author carried out a series of investigations for 
the purpose of substantiating or refuting Hofbauer’s results. He castrated 
3 guinea-pigs, to whom he gave repeated injections of anterior pituitary 
hormone for varying periods. He gives a table of the results obtained. One 
non-castrated animal was treated, one normal and one castrated were kept 
as controls, but he was not able to substantiate Hofbauer’s findings. 


HasBITuAL HyDRAMNIOS. 


The following causes for recurrent hydramnios are discussed : (1) Maternal : 
(a) placenta praevia and large placenta; (b) nephropathia gravidarum. 
(2) Foetal: (a) recurrent hydrocephalus; (b) repeated hydrops of the foetus; 
(c) changes in the umbilical cord. 
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RENAL FUNCTION IN PREGNANCY TOXICOSIS AND ECLAMPSIA. 

The author has for many years been carrying out investigations on 
pregnancy and eclampsia and concludes: (1) That the bromine method of 
estimating urea in blood is clinically sufficient. (2) That simple toxicosis only 
seldom leads to serious disturbance of the renal function. (3) In chronic 
hypertension and cases with marked uraemia the renal function is only 
slightly disturbed in most cases. (4) In women who have recovered from 
eclampsia there may be serious disturbance of the renal function, with 
diminished excretion of water and urea. (5) (a) In these women the urea 
usually rises up to the third or fourth day and then gradually sinks to normal; 
(b) the urinary secretion is increased before the urea excretion; (c) an increase 
in the urea of the blood is not serious and the prognosis depends more on the 
amount of urine excreted. (6) In many cases of eclampsia, the renal function 
is fairly normal prior to the onset of fits. (7) The influence on the kidneys is 
not specific and the same functional disturbance may occur without fits. 
(8) Urea retention may occur without the presence of renal disturbance. For 
example, following vomiting and fluid starvation. (9) The urea content of the 
blood is an important prognostic sign in vomiting of pregnancy. 


THE HISTO-PATHOGENESIS OF TARRY CYSTS, WITH A COMMUNICATION ON THE 
PATHOLOGY OF BARTHOLIN’S GLANDS. 


The author discusses the histo-pathology of tarry cysts and abstracts the 
literature. He describes three cases and illustrates their histology. 

The first case showed an outer fibrous and partly hyaline layer, next an 
intermediate layer with pigmented and pseudo-xanthomatous cells, and 
contained tarry material. Macroscopically, this was related to Bartholin’s 
gland. 

The second case resembled the first in its macroscopical appearances. 
These both had all the appearances of tarry cysts, yet did not show any 
relation to the endometrium. 

The tarry content, says the author, might arise from fresh and old blood 
with degenerating pigmented cells and cholesterol. 


OurR RESULTS WITH RADIOTHERAPY FOR CARCINOMA OF THE CERVIX UTERI. 


From June 1923 the author treated all his cases of uterine cancer with 
radium and X-rays. During this period operation was undertaken in only 
7 cases because the patients requested it. These are not taken into account 
in the figures. 

The technique employed was to take a section on the first day; on the 
second and third day 2,400 milligramme-hours of radium were given; on the 
fifth day exposure to X-rays in 5 fields. The patients were discharged from 
the hospital on the sixth or seventh day. 

Three or four weeks later the patient returns for another insertion of 
radium, and three months after this a second X-ray exposure. Slight 
‘modifications of this method were also employed. 

Tables are given showing the stages of the disease, and an absolute cure 
of 5 years is claimed in 18.1 per cent of 127 patients. 

The author gives a table showing when the patients died after the 
commencement of treatment. 
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INTRACUTANEOUS LIVE VACCINE INJECTIONS FOR FEMALE GONORRHOEA. 

The author goes through the history of the treatment of gonorrhoea and 
stresses the importance of the injection of living cultures to produce specific 
active immunity. Wertheim first investigated this in 1891. 

The vaccine of living organisms is sold under the name of ‘‘gonovitan’’. 

The author outlines the results which he obtained in 38 cases and the 
varying types of inflammation due to the gonococcus. Thirty patients were 
partly and satisfactorily cured; 4 were improved and 2 were not. 

The author concludes that this method of treatment is a definite advance 
on the older methods in chronic inflammations of the female genital organs. 
There is not any danger in the method and the patient can be treated 
ambulatorily. Recurrent cases and people who had suffered for many years 
were amongst the cured although they had proved refractive to other 
methods. 


THE CURE OF Two EXTRA-UTERINE PREGNANCIES WITH THE DELIVERY OF 
LITHOPAEDIA II AND 9 YEARS OLD. 


The author describes and illustrates a case in which an ectopic gestation 
occurred on each side and healed spontaneously. The first in 1921 and the 
second in 1923. 


THE INFLUENCE OF THYROXIN ON BLOOD VISCOSITY WITH ITS USE AS A 
PROPHYLACTIC MEASURE AGAINST THROMBOSIS. 
The author made a series of investigations which tended to show that 


thyroxin only very seldom and in very large doses tended to increase the 
viscosity of the blood. It would appear to have a beneficial influence as a 


prophylactic measure against post-operative thrombosis and embolism as it 
increases metabolism, tones up the body and makes the patient move 
about more. 


THE PROBLEM OF FEMALE GONORRHOEA WITH ESPECIAL REFERENCE TO ITS 
TREATMENT. 


The author quotes a number of authorities to show that there has been an 
increase in the incidence of gonorrhoea in the post-war years. It is nearly 
double or treble what it was. He discusses the different factors which have 
possibly contributed to this. He gives an occupational table of 700 cases, 
and compares the pre-war and post-war patients. Various methods of 
diagnosis are referred to. In discussing the treatment he refers to 
immunization with (1) living virus, (2) dead virus, (3) bacterial extract, and 
(4) bacterial toxins. He finally discusses the value of compligon, which 
consists of ecto-toxin and endo-toxin set free during the metabolism of the 
living gonococcus. 


THE MANAGEMENT OF LABOUR WITHOUT MANUAL PRESSURE ON THE PERINEUM. 


The author compares cases delivered with and without control of the 
perineum and analyses the results. He found that perineal laceration is 
7 per cent more frequent in primiparae and 6.1 per cent in multiparae 
when manual pressure and control of the head are practised than in those 
cases in which no pressure is exercised. 
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The smallest baby which produced rupture of the perinuem when it was 
protected was 2,000 grammes in primiparae and 2,200 grammes in multiparae. 
The largest baby which produced no tear in a primipara was 4,450 grammes. 
The. puerperium was passed better by those patients who had not had much 
pressure on the perineum. Injury to the baby was 1.8 times more frequent 
with pressure, and asphyxia 7.3 times more frequent than without pressure. 
In the technique of delivery without pressure on the perineum the breathing 
of the patient in labour is constricted, and while the head is passing over the 
perineum the patient should not be allowed to bear down; the uterine 
contractions alone bringing about delivery. 


THE INFLUENCE OF PREGNANCY AND LABOUR ON THE ELECTROCARDIOGRAM. 


The authors carried out a number of investigations on the effect of 
pregnancy and labour on the electrocardiogram. They describe the technical 
necessities and illustrate a number of electrocardiograms which they discuss. 
They were able to show that the heart becomes displaced obliquely and also 
rotated in its sagittal axis during pregnancy. There is marked change in the 
position of the heart during the last weeks of pregnancy. 


WHEN SHOULD A PATIENT CONCEIVE AGAIN AFTER RECOVERY FROM ECLAMPSIA 
OR OTHER SEVERE PREGNANCY NEPHROPATHIA? 


The author points out the difficulties that there are in deciding the extent 
of renal and hepatic damage following eclampsia. He feels that it is wrong 
to tell a woman who has once recovered from eclampsia again to become 
pregnant before proper control investigations have been made. 

He gives the parity incidence of eclampsia as 75 to 80 per cent in 
primiparae and 20 to 25 per cent in multiparae. The incidence of recurrence 
of attacks would appear to be 2 per cent. Two per cent of all pregnancies 
show marked albuminuria and some 8 per cent of the patients develop fits. 

The author quotes this as evidence against nephropathia’s predisposing to 
eclampsia. He describes his attempts to find a certain method of deciding 
whether a case of eclampsia or nephropathia has received permanent damage 
and therefore runs a risk of recurrence in subsequent pregnancies. 

The pathologico-anatomical findings must be taken together with the 
clinical. If it is possible to show a morphological or functional disturbance 
in any organs it naturally means that future pregnancies should be avoided. 

The following are specially referred to: 

1. Disturbance of water excretion with the onset of oedema. This is not 
serious provided there is not any renal damage. Thus hydrops gravidarum 
exposes the patient to no danger in subsequent pregnancies. 

2. Essential high blood-pressure. The earlier this occurs, the worse the 
prognosis. 

3. Cerebral disturbance. Psychotic disturbance evidenced by weak 
memory, headache and cerebropathia, are not very good signs. 

4. Changes in the liver. These only occur in eclampsia and sometimes in 
pre-eclampsia. The absence of a suitable test for hepatic function is the 
difficulty here. Positive bilirubin and levulose tolerance tests usually 
disappear rapidly during the puerperium. However, this is not so following 
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eclampsia and pre-eclampsia, when they may still be positive many 
years later. 

5. Changes in the kidney. It has been shown that water is retained during 
pregnancy, and this continues up to about the eighth day of the puerperium, 
so that all the investigations should be made after this period, or, better 
still, later. 

On the whole, the author found that the kidneys are more likely to return 
to normal after eclampsia than after other nephroses. 

It is best to prevent pregnancy for 6 months or a year after eclampsia or 
other nephrosis. Interruption of pregnancy should never be considered unless 
albumin appears early. 

In conclusion, the author shows that there can be no doubt that there are 
some cases which, after careful investigation by function tests, show no 
changes in their kidneys, yet, nevertheless, develop eclampsia or nephrosis. 
These are patients who have sufficient function in their organs apart from 
pregnancy which, however, cannot stand the extra stress necessitated by 
carrying the foetus. No means are at present available for discovering these 
causes. It only remains, therefore, to use pregnancy as a test. 


PRIMARY ACTINOMYCOSIS OF THE FEMALE GENITALIA AFTER DELIVERY. 


The author describes and illustrates a case of primary actinomycosis 
commencing in the uterus following a miscarriage in a girl of 18. He was 
only able to trace 4 similar cases from the literature. The fungus was 
demonstrated by curettage. 


DIMINUTION OF THE MORTALITY FOR MANUAL SEPARATION OF THE PLACENTA. 


The author draws attention to the high mortality following manual 
separation of the placenta as found in the literature. This is placed between 
50 and 60 per cent. He says that in 20 years he found it necessary to remove 
the placenta 4 times and never lost a patient. He considered the manoeuvre 
so safe that at one time he deliberately removed the placenta from 12 patients 
who were under the anaesthetic for forceps deliveries, in order to determine 
whether there would be less haemorrhage than after normal separation of the 
placenta. However, this was not the case, and he therefore abandond this 
method. 

In order to diminish the mortality the author suggests disinfection of both 
forearms and arms of the surgeon high up; to wipe out the vagina with alcohol 
is also useful. The placenta should be removed as a whole, although in a few 
cases of placenta accreta it may have to be taken out piecemeal. 


PRIMARY TUBAL CARCINOMA. 


The author makes an extensive review of the literature on this subject 
and points out that the aetiology is somewhat indefinite. 

It would appear that in most cases there is a pre-existing inflammatory 
condition, most often gonococcal in nature. In some cases, however, 
tuberculosis is present. Absolute or relative sterility is also a concomitant 
factor. Most of the cases occur during or after the menopause. There are 
not any characteristic symptoms. The patient usually complains of pain of a 
colicky nature, like labour, and has a serous discharge which later becomes 
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purulent and blood-stained. Histologically, the growth may be either 
papillary or alveolar. The prognosis, on the whole, is bad, and the only 
rational therapy is total extirpation. 


A BroLocicaL INVESTIGATION TO FIND AN ANTITHYROID SUBSTANCE. 


The authors were anxious to find out if there was any substance which 
counteracted the action of the thyroid gland. They carried out a series of 
experiments with tadpoles, adding to the water varying amounts of thyroxin, 
blood, hormones, and protein preparations, and then observed the effects, 
which are illustrated in a number of photographs. They found: (1) Vitamin A 
had a definite antithyroid function. (2) Vitamin B had no influence, in fact 
the animals treated with vitamin B and thyroxin were greatly restrained and 
died before the thyroxin controls. (3) Cholin also stimulates the action of the 
thyroid gland. (4) Retroplacental blood and umbilical cord blood have a 
resisting action to thyroid. (5) Blood taken at puberty had an action 
against the thyroid. (6) Pregnancy blood had less than the normal blood’s 
antithyroid substance. 


STERILITY AND UTERINE MYOMATA. 


The author first af all draws attention to the more commonly known facts 
about sterility and myomata. He shows, however, two schools of thought 
begun by Bayle in 1813. One which held that sterility led to myomata, and 
the other that myomata was the cause of sterilty. 

The author then passes on to discuss the probable assocation of continued 
ovarian action with the aetiology of myomata. 

The ovary, together with the synergic action and other endocrine 
glands, is the motor for the proliferation of the uterine muscle. At first, this 
proliferation returns to the status quo ante. 

Next, the author gives extensive statistics and shows the relation of 
sterility and fibroids and also the age incidence, which rises to a maximum 
between 30 and 4o, and then falls again. 

Lastly, the author investigated the length of time which elapsed between 
the last child and the discovery of fibroids. He found that in 60.4 per cent 
the last baby was born more than six years previously. 

The author concludes that sterility definitely has something to do with the 
aetiology of fibroids, for sterile or partly sterile women developed fibroids. 


A CASE OF DUPLEX VAGINA. 


The author illustrates a case of double vagina. 


METREURYSIS AS A METHOD OF INTERRUPTING PREGNANCY AFTER THE TWELFTH 
WEEK. 


The author calls attention to metreurysis as a method of interrupting 
pregnancy. 

He bases his remarks on the treatment of 282 cases between the years 
1892 and 1932. 

Before 1900 a modified Tarnier’s bag was used; since then an elastic bag 
with a capacity of 60 to 300 cubic centimetres. Dilatation of the cervical 
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canal had first to be carried out. The length of time that elapsed between the 
introduction of the bag and complete evacuation of the uterus varied from 
4 hours to 5 days. Tables are given of the ages of the patients and the period 
of pregnancy. 


OPERATION OR RADIOLOGICAL TREATMENT OF MYOMA? 


The author deals with 501 cases; 245 were treated by irradiation, 185 by 
operation, and 71 received no special method of treatment. The primary 
mortality of operation was 4.8 per cent. The author compares total 
hysterectomy with a complete menopausal dose of X-rays and myomectomy 
with a dose leading to a temporary menopause only. Statistically, the results 
are about the same. The results of treatment, viz., menopausal symptoms, 
increase in weight, and difficulty with cohabitation are discussed and 
compared in the two methods. There would appear to be very little 
difference. 


THE ADVANCE OF GYNAECOLOGICAL HORMONOTHERAPY. 


The two most important developments in gynaecological hormontherapy 
are the large amount of hormone dealt with during each cycle and the 
possibility of preparing hormone chemically. It has been shown that 200,000 
to 300,000 mouse-units of follicular hormone and 100 clinical-units of corpus 
luteum hormone are necessary to produce a result in a castrated woman. The 
amount of bleeding obtained is dependent on the amount of follicular 
hormone. Dysmenorrhoea has also been favourably influenced by hormone 


therapy. 


This, the author states, might be due to the influence on the uterine 
musculature by producing better contractions and consequently a better 
evacuation. 

The patients varied in their reaction to the hormone, and some responded 
to smaller doses than. others. 

Hormonotherapy has also been very helpful in pruritus vulvae. 


THE TREATMENT OF SUPPURATING ADNEXAL TUMOURS By My METHOD. 


The author draws attention to the variability of the results of infection of 
the genital organs. He states how difficulty sometimes arises between the 
choice of conservative or radical treatment. In other cases it is a question of 
operation or no operation. The author stresses the value of posterior 
colpotomy both for diagnosis and treatment. 

He describes the various types of discharge obtained by colpotomy and 
discusses their significance and appropriate treatment. He also advises 
washing-out of the vaginal wound with antiseptics. 

The author advises puncture of the tumours with a 20 cubic centimetres 
syringe and needle, evacuation of the pus and injection of 1 in 3,000 rivanol 
solution. 

M. Datnow. 
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Monatsschrift fur Krebsbekampfiing. 


June 1936. 
*Rever and cancer. E. Grafe. 


December 1936. 
*A first examination of 3,200 notification forms from hospitals. H. Haubold. 


FEVER AND CANCER. 


The presence of pyrexia, though not the rule in cases of carcinoma, is not 
a factor which should weigh against the diagnosis of cancer. Some 500 cases 
analysed by Grafe showed a sub-febrile rectal temperature (up to 38.5°C.) in 
22 per cent and high fever (over 38.5°C.) in 5 per cent: the figures are taken 
from the records of a medical clinic, and include a proportion of about 
four-fifths of cancers of the stomach, with fever in 62 per cent. Pyrexia 
frequently disappeared after operative removal of the growth and was by no 
means seen chiefly in ulcerated or infected cacinomata. There is considerable 
evidence that metastases in the liver or haematopoietic organs, without 
secondary necroses, are apt, even with a small primary growth, to induce 
high remittent fever. Cancer cases in general show a much lower incidence 
of pyrexia than of increased basal metabolic rate (27 per cent and 50 to 75 
per cent respectively) and associated in 97 per cent of cases with increased 
erythrocyte sedimentation-velocity. Pyrexia as an early symptom is said to 
be specially frequent in cancer of the kidney or colon. Fever in cancer 
patients is an unfavourable prognostic sign. 


A First EXAMINATION OF 3,200 NOTIFICATION FORMS FROM HOSPITALS. 


Haubold analyses 2,600 hospital notification forms of patients with cancer: 
some two-thirds concerned females. The percentages of women applying for 
treatment within the first month were: for cancer of the oesophagus 40, 
rectum 46.6, vagina 35, portio 45, collum uteri 47.5, corpus uteri 53, ovaries 
53, breast 49. For genital cancer a considerably less proportion than for 
other forms deferred seeking medical advice for 12 months or more, namely, 
for cancer of the portio 9.3, collum 7.1, corpus 12.3, ovary 11, and breast 16. 
Recourse to the physician was considerably quicker among women than men. 
Patients sent by the doctor to hospital within a month from being first seen 
numbered 77 for vaginal cancer, portio 81, collum 80, corpus 71.4, ovary 85.4, 
breast 83, percentages which were higher than in the case of non-genital 
cancers in females or of cancer, in general, in males. It is noteworthy that 
ir cancer of the body of the uterus the physician delayed longest and the 
patient least in comparison with other sites of genital cancer: apparently 
cancer of the body of the uterus causes special difficulty in diagnosis, but to 
the patient its irregular bleeding is more significant than the irregular 
blood-stained discharge of cancer of the cervix. 

W. E. Crowther. 
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Arquivo de Patologia 
(ORGAN OF THE PORTUGUESE INSTITUTE FOR THE STUDY OF CANCER) 
(Palhava, Lisbon) Vol. viii, No. 1, April 1936. 


*The value of cystoscopy in cancer of the cervix. Maria Marques. 
*Methods of rendering living lymphatics visible in the study of cancer. 
Rodriques. 


THE VALUE OF CYSTOSCOPY IN CANCER OF THE CERVIX. 

The merit of first suggesting cystoscopy in the study of uterine cancer 
belongs to a German surgeon, Winter. He was followed by many other 
German investigators, all more or less in accord as to cystoscopic aid in 
determining certain aspects of cervical lesions; but diverging widely regarding 
treatment. 

Luys introduced the method in France in 1909, and in 1933 Amau-Jean 
published personal observations, which marked a great advance in the study 
of cervical cancer by cystoscopy, drawing advantageous conclusions for 
treatment by irradiation. 

Marques gives a detailed account of his personal experience in the 
examination of patients in various stages of cancer before and after treatment. 
Her conclusions are: (1) Cystoscopy confirms, or corrects, data furnished by 
gynaecological examination. (2) It is a valuable guide in the choice of 
treatment. (a) Exemption from treatment in extremely advanced cases is 
doomed to failure when there is vesical ulceration or stenosed ureters. (b) It 
shows the danger of radiotherapy in the presence of oedematous vesical 
mucosa, damaged ureters, or renal defects. Treatment is still possible, but 
should be accompanied by lavage, instillations, and sometimes catheterization 


of the ureters. (c) Whenever the bladder is affected it is preferable to begin 
with radium, which is less severe than X-rays, but if lesions are localized to 
the broad ligaments, whether primary or recurrent, radium must give place 
to X-rays. This also must be under restriction. Should initial stenosis of the 
ureters be present, X-rays might prove fatal. 


METHODS OF RENDERING LIVING LYMPHATICS VISIBLE IN THE STUDY OF 

CANCER. 

Rodriques refers to the important part played by lymphatics in different 
types of tumours, and describes methods he has employed to make lymphatic 
systems visible in living animals and, recently, in patients. He made a 
radiological examination after the injection of tordiol, thoroblast, or 
perabrodil into the peripheral lymphatic network of an organ or its lymphatic 
ganglia. He also employed a direct method, injecting a solution of 
indigo-carmine, 4 in 1,000 parts, into the lymphatic vessels. 

He suggests the use of these methods in the elucidation of several points 
in ‘the problem of cancer—its origin, its mechanism of propagation and 
generalization, and also for treatment, whether by surgery or by irradiation. 
As regards the diagnosis, these methods show the permeability of the 
lymphatic vessels and the structure of the tumour. 

This method is of especial importance from the therapeutic standpoint. 
In radiology or in surgery, it indicates directions in which the neoplasm 
has developed, what ganglia should be extirpated, and which are healthy 
and should be preserved as a means of defence for the organism. 


J. H. Filshill. 
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ROYAL SOCIETY OF MEDICINE 
(SECTION OF OBSTETRICS AND GYNAECOLOGY.) 


A meeting of the Section of Obstetrics and Gynaecology was held on 
June 18th, when a paper was read by DaME Louise McILRoy on 


RESULTS OF RADIUM TREATMENT IN (I) CARCINOMA OF THE UTERUS; 
(2) UTERINE HAEMORRHAGE. 


(1) Carcinoma of the uterus. Radium is now accepted by most gynae- 
cological surgeons as a useful method of treatment. The choice between 
surgery and radium exists only in early cases. Of 95 cases of cancer of the 
cervix, 5.3 per cent were early and operable; 24.2 per cent were doubtful, if 
operable. The operability rate at best equalled 29.5 per cent. The remain- 
ing 70.5 per cent of patients would have been doomed to death within two 
years if radium had not been discovered. 

The surgeon selects his cases. The radiotherapeutist takes them as they 
come, except very hopeless cases. Radium prolongs life, prevents offensive 
discharges, the bane of the hopeless patient. All cases of cancer of the uterus 
are now treated by the author with radium. Routine examinations are made 
at regular intervals on the majority of patients, some extending over 8 
or g years. All cases have preliminary biopsy carried out to confirm the 
diagnosis. The majority of her cases have been in the Marie Curie Hospital. 
The Stockholm method has been employed. The complications which arise 
after radium application were described and preventive treatment was dis- 
cussed. Tables of various types of cases of carcinoma of the cervix were 
shown on the epidiascope. The total number of unselected cases of car- 
cinoma of the uterus treated was 113, including 95 cases of carcinoma of 
the cervix and 18 cases of carcinoma of the corpus. 

Carcinoma of the cervix. The average age was 51 years 10 months. Fifty 
patients were married; of these 6 were sterile. Over 50 per cent of the multi- 
parae had a history of difficult labours, lacerations, irregular haemorrhages 
after childbirth or discharges. Little or no post-natal care had been given 
to these patients. The patients were classified into: Type I, operable, 5.3 
per cent; died 20 per cent. Type II, doubtfully operable, 24.2 per cent; 
died, 37.5 per cent. Type III, inoperable, 51.7 per cent; died, 59.3 per cent. 
Type IV, hopeless, 17.9 per cent; died, 94 per cent. The total mortality 
rate was from all causes. 
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Two cases were of interest: (1) The patient was 36 years of age. She 
was 14 weeks pregnant and had early carcinoma of the cervix. Three 
applications of radium were made to the growth; abortion followed the third 
dose. The patient is still alive and has had no recurrence after eight years. 
(2) This patient was 49 years of age. She had carcinoma of the cervix; 
eight years previously subtotal hysterectomy had been performed for 
fibroids. Three doses of radium were given; she died one year and eight 
months later. This is the only case of this condition in the author’s ex- 
perience. ; 

Cancinoma of the corpus. Eighteen cases were reported. The women 
were older than those with carcinoma of the cervix; seven were unmarried. 
The total mortality rate from all causes was 33.3 per cent (one case had no 
recurrence at the time of death). The operability rate was 33.3 per cent. 

Details were given of year groups in cases of carcinoma of the cervix and 
corpus. Radium therapy was just as successful as surgery in early cases. 
In advanced cases it prolongs life and reduces discomfort. 

(2) Uterine haemorrhage. Eighty-five cases were reported. In cases of 
non-malignant uterine haemorrhage the advantages of intra-uterine therapy 
were pointed out in the menorrhagia of puberty, menorrhagia and haemor- 
rhage associated with fibroids or pelvic adhesions and in cases in which 
operation was refused or deemed inadvisable. Radium has advantages over 
hysterectomy; there is little or no risk, the duration .of the treatment is 
short and is, therefore, acceptable to busy women, there is no mutilation by 
removal of the uterus. Menstruation in a majority of younger women 
becomes normal and ceases at, or after, the menopause in older women. 
In a case of successful treatment, the patient had a normal pregnancy after 
an interval of 5 years. Myomectomy or hysterectomy is preferable to 
radium in cases of fibroids of any considerable size. All the cases of 
menorrhagia had a preliminary biopsy carried out, and the importance of 
this was stressed, as carcinoma can easily be clinically missed, and the fear 
of the disease can be removed in many cases by the pathologist’s report of 
non-malignancy. The dangers of radium therapy were pointed out and the 
advantages shown of team work in hospitals with the combined help of 
surgeon, director, pathologist and physicist. 

Professor FLETCHER SHAW said that all would agree with Dame Louise 
in her statement that the treatment of cancer in all regions was unsatis- 
factory. This must necessarily be so until the cause of cancer was dis- 
covered, when, they all hoped, some method of prevention rather than 
treatment would be found. Nevertheless, there had been a great improve- 
ment in the methods of treatment, and in none more than in carcinoma of 
the cervix. He was old enough to remember the time when early cases 
were treated by vaginal hysterectomy, and these had on the average a 
shorter life than the advanced cases, which were treated only by cauteriza- 
tion. Wertheim’s hysterectomy was the first great advance, and he had 
the privilege of assisting his old chief, Professor Donald, when he per- 
formed the first two in Manchester, and of doing the third one himself. 
Victor Bonney was the great exponent of this operation in this country, 
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and his latest figures for 384 cases showed 39 per cent alive and well after 
5 years, and 2o per cent after 10 years. His own series over 5 years com- 
prised 154 cases; of these 38.4 per cent were alive and well 5 years later, 
and 27 per cent of these over 10 years. These results were so close that 
they might be taken as the standard of what could be achieved by this 
operation. Radium was the next advance, and if it gave as good results 
as operation, it was preferable, as the patient was saved the discomfort 
which many have had in the convalescent period after such a severe 
operation. Ten years ago foreign statistics were numerous, but there were 
none from this country, although the radium centres in London and Man- 
chester had been working on these cases for many years; he was sorry to 
say these centres were still silent. As it was impossible to abandon such a 
successful operation upon foreign statistics alone, without any knowledge of 
what the English radiologist could do, Professor Dougal and he decided 
to purchase their own radium and experiment upon their own cases; after 
much investigation, in which they were helped by the staff of the newly- 
formed Marie Curie Hospital, they decided to follow the technique of Hey- 
mann of Stockholm. ‘The results could only prove whether this method 
was satisfactory or not, but it was felt that this would be more useful than 
a series of small numbers treated by different methods. Professor Dougal 
and himself now had 94 cases treated more than 5 years ago, and of these, 
39, that is 41.3 per cent, were alive and well, which was better than he 
had had from Wertheim’s operation alone. But the results of radium were 
even better than this figure, as every case could be treated -by radium, 
while the operation could be performed only upon the less advanced cases. 
It is notoriously difficult to classify cases of carcinoma of the cervix into 
the four stages, but of these 94 cases they had classed 38 into stages 1 or 2, 
that is, as being operable, and of these 19, that is 50 per cent, were alive 
and well at the end of 5 years. They felt, therefore, that there was no 
doubt that in their hands radium was giving better results than the 
Wertheim’s operation which they had now abandoned. Although these 
figures showed a great advance in the treatment of carcinoma of the cervix, 
no one could feel satisfied with a 40 per cent freedom from recurrence after 
5 years and he, like everyone else, longed for the day when the cause of 
this dread disease was discovered and operation and radium cast into the 
limbo of surgical history. Professor Fletcher Shaw also said that it was 
generally accepted that carcinoma of the cervix was very rarely found with 
procidentia, and he wondered whether this combination really was as rare 
as was generally supposed. The occurrence of complete procidentia as com- 
pared with partial prolapse of the uterus was very small, and the ordinary 
incidence of carcinoma in these cases must necessarily be extremely small. 
He had seen one or two cases, and he thought that it would be very in- 
teresting if Mr. Todd would go through the figures of some large institution 
and work out the incidence. One point to be remembered was the fact that 
so many of these cases came for the operation of colporrhaphy before the 
age of the greatest incidence of carcinoma, and this operation with amputa- 
tion of the cervix must necessarily reduce that incidence. 
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Dr. Louisa MARTINDALE said that she had not found that carcinoma of 
the corpus occurred so much less frequently than carcinoma of the cervix. 
In her own series of 207 cases of carcinoma of the uterus there were 81 cases 
of carcinoma corporis and 126 cases of carcinoma of the cervix; the former 
occurring more often in private practice, whereas nearly all the. cervical 
‘cases were amongst her hospital patients. Of the 81 corporeal cases, she 
had operated on 42, and used radium, or radium and X-rays in 31, and deep 
X-rays for recurrence in 8 other cases; 60.6 per cent of the patients treated 
by operation were alive and symptom-free over 5 years, and 57.8 per cent 
of the cases treated with irradiation. But the cases treated by operation 
included the earliest and the most advanced cases, for in two of the latter 
she had had to perform extensive intestinal resections, as the growth had 
already invaded the gut. 

Dr. GRACE STAPLETON said very neglected cases of procidentia and late 
cases of carcinoma of the cervix were both very common in India, but she 
had not yet seen a patient with the two diseases. 

Mr. T. F. Topp said that he was glad to have heard Dame Louise 
Mcllroy stress the importance of team-work in radiation therapy. In par- 
ticular the co-operation of the physicist was required to control the problems 
of dosage. He would like to comment on the question of dosage; the whole 
subject was confused by the use of the term milligramme hours, which 
is merely a time quantity statement and gives no indication of the amount 
of radiation ‘delivered to the tumour. It was necessary to consider other 
factors such as filtration, type of applicator, and distance of radium from 
the tumour. Slipshod terminology like this only served to bring discredit 
upon gynaecologists. He would like to know the filtration employed by 
Dame Louise. The question of constitutional reaction to radiation was 
most important. If routine blood-counts were taken twice weekly during 
the whole course of treatment it would be found that the total lymphocyte 
count falls steadily, and towards the end of treatment may be as low as 
200 or 300. Such a patient is really quite ill, and would be an easy prey 
to any infection. Such routine lymphocyte counts are found in practice to 
be useful in avoiding excessive treatment in particular cases. Dame Louise 
McIlroy’s suggestion that cervical erosions might be treated by radium is, 
I think, unsound. We do not know how much or how little radium can 
be used in the vagina or uterus without causing ovarian damage, possibly 
irremediable damage. The same criticism applies to the treatment of 
menorrhagia of puberty; there is no scientific basis for a selective control of 
these cases. He would again like to congratulate Professor Fletcher Shaw 
on the excellent results he had obtained in the treatment of cervical cancer 
with radium. His results were remarkable, being better than any other 
published results. 

Mr. A. V. CLEMMEY said that he worked in East Africa. In his ignorance 
he had not realized the rarity of the condition, but he had seen two cases 
in native women of cancer of the cervix uteri with complete procidentia. 
Both cases had glandular involvement; the diagnosis was _ histologically 
confirmed in only one of the two cases, but he had no doubt about the 
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condition of the other patient, who was almost moribund when she first 
attended. 

Professor Mites H. PHILLIps said that he had no recollection of having 
seen one of these cases, in spite of having dealt with many cases of pro- 
cidentia. He had been present at a meeting of the section in 1910, when 
Mr. Russell Andrews had shown such a specimen as a great rarity. He 
recalled that only one member present on that occasion could recall a case. 
He had also heard Dr. Schiller, of Vienna, who had made a profound study 
of the incidence of cancer of the cervix, lay great stress during a debate 
on vaginal hysterectomy for prolapse, on the great rarity of this combina- 
tion of conditions. In his own view the speaker fancied that the pro- 
cident cervix was benefited by not lying in a pool of discharge as the 
unprolapsed cervix often did. 





. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A meeting of the North of England Obstetrical and Gynaecological Society 
was held at Leeds on April 23rd, 1937. 

Before commencing the business of the meeting, the President, Dr. BRIDE, 
said that he had to record, with deep regret, the death of one of the Society’s 
oldest members, Archibald Donald, of Manchester, on April 17th. 

Dr. Bride reminded the members that on December 2oth, 1889, a 
preliminary meeting of the Society was held at the Queen’s Hotel, Manchester. 
Among others, including Briggs, of Liverpool, Donald was elected a member 
of the provisional committee, with the late Sir William Sinclair, of 
Manchester, to act as secretary. Dr. Donald was, therefore, an original 
member of this society and very active in its promotion. He always took the 
greatest interest in its welfare, and his contributions of papers and reports on 
cases and specimens were numerous and always valuable. For this reason, 
and also as one of its originators, the society owed him a deep debt of 
gratitude. He was twice President, in 1899, and again in 1924, when many 
would remember his thoughtful address entitled ‘‘The Uterus as a Centre of 
Toxins and Irritative Products’’. He was also one of the Society’s two 
Honorary Fellows, and had a great reputation not only in Manchester but 
abroad. He was a Deputy Lieutenant of Lancashire, and his old university 
honoured him by conferring upon him the LL.D. of Edinburgh. He occupied 
the Chair of Obstetrics and Gynaecology in the Victoria University of 
Manchester for many years. 

His younger colleagues owed much to him for his instruction, and his 
kindly advice was always at their disposal. Dr. Bride said he had known him 
since his boyhood, when Dr. Donald used to come out in consultation with 
his, Dr. Bride’s, father; during his later years Dr. Bride had spent many 
hours in his company, both in his charming home at Alderley Edge, Cheshire, 
and when playing golf, of which game he was no mean exponent. 

The Society had lost a valued and greatly respected member and a well- 
loved friend. His death left a blank in the gynaecological world which would 
be difficult to fill. Dr. Bride said he had written, as he knew the members 
would wish, to Mrs. Donald and her family expressing their regret. 

Professor MILEs PHILLIps (Sheffield), Professor W1Lt1AmM GouGuH (Leeds), 
and Professor LEYLAND ROBINSON (Liverpool) each spoke and paid tribute to 
Donald’s memory, his achievement, and his place in gynaecology and 
obstetrics. 

At the President’s request the members of the Society then stood in 
silence. 


Dr. Wixson, of America, then read his paper on 
ASPHYXIA NEONATORUM. 


Discussion. 
The PRESIDENT, on behalf of the Society, thanked Dr. Wilson for the 
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excellent paper he had read. He said the method of using lobeline was new, 
and the technique simple and efficacious. 

Professor MiLEs Puituips (Sheffield) said he agreed with the President, 
and felt sure it would result in saving the lives of many babies. He men- 
tioned the necessity for thoroughly clearing the air passages, and said that 
Irving Potter removed mucus from the foetal throat even before the head 
was born. He thought many of these babies had intracranial damage, and 
wondered whether holding them by the legs did further damage. In his 
opinion much harm could be done by overdoing artificial respiration. 

Mr. Datnow (Liverpool) joined the previous speakers in thanking 
Dr. Wilson for his instructive paper. It contained a good deal which was 
entirely new, and must have been the result of much hard work and 
investigation. 

In dealing with asphyxia neonatorum two methods should be referred to, 
the prophylactic and.the therapeutic. Mr. Datnow thought that the lecturer 
had not sufficiently stressed the prophylactic method; it was particularly 
useful to give carbon dioxide and oxygen to the mother just prior to the birth 
of the child, as in this way it was possible to increase the tension of the gases 
in the foetal circulation. - 

Dr. K. V. BatLey (Manchester) asked whether Dr. Wilson had worked out 
any relation between the amounts of, and the time before birth for giving, 
morphia and scopolamine. 

Dr. E. A. GERRARD (Manchester) said he had used lobeline but that his 
technique was rather crude. He asked why Dr. Wilson preferred lobeline to 
coramine. i 

Dr. Wilson, in reply, thanked the Society for its appreciation. He said he 
agreed with what Professor Phillips had said, and he thought Mr. Datnow 
was wise in giving carbon dioxide at the time of the incision in Caesarean 
section. Replying, to Dr. Bailey, he expressed the opinion that morphia 
should not be given less than three hours before the birth. In cases in 
which scopolamine was being given as well, no morphia should be given 
after the first dose; and in these cases morphia should not be given longer 
than eight hours before delivery. In reply to Dr. Gerrard, he said that he 
had known cases in which coramine had caused convulsions. 








EDINBURGH OBSTETRICAL SOCIETY. 


At a meeting of the Edinburgh Obstetrical Society held on June 9th, 
1937, with the PresipENT, Dr. Douglas Miller, in the Chair, Dr. H. L. 
WALLACE read a paper on 


THE MODIFICATION OF Cow’s MILK FOR INFANT FEEDING. 


Dr. Wallace remarked that not infrequently the newborn infant was 
liable to be neglected by the medical attendant and relegated to the care 
of the nurse, who was given the responsibility of deciding how the infant 
was to be fed. In the event of the infant being breast fed this arrange- 
ment was usually quite satisfactory, but if artificial feeding had to be 
resorted to, then the infant became a medical problem demanding the 
attention of all concerned in its welfare. 

There was still no uniformity of opinion regarding the best substitute 
for human milk, since, although cow’s milk was almost universally used 
for this purpose, sharp differences of opinion existed as to the form in 
which it should be offered to the infant. The speaker then mentioned 
various ways in which cow’s milk could be modified for infant feeding, 
and described certain experiments which had recently been carried out in 
the biochemical laboratory of the Sick Children’s Hospital in an endeavour 
to determine the relative merits of the various modifying processes of milk 
which were commonly employed. These experiments were concerned with 
the clotting effect of rennin on milk which had been modified by various 
methods. It was pointed out that such simple procedures as dilution with 
water and boiling had the effect of reducing both the size and toughness of 
the milk curd, and that the addition of sodium citrate had very little 
advantage over dilution and boiling. Acidification of milk by the addition 
of lactic acid abolished large clots and produced a fine granular precipitate. 
The addition of partially dextrinized starchy foods to milk did not affect 
the size and consistence of the clots, since on the addition of rennin these 
were found to be large and tenacious, closely resembling raw milk. If 
fresh cow’s milk were to be used for infant feeding it should be diluted 
with water, boiled, and have sugar and cream added to it in requisite 
amounts; the addition of starch was undesirable; citrating and acidifying 
were unnecessary for normal infants. Two varieties of dried cow’s milk 
were selected for comparison with fresh milk. In one case drying had 
been carried out by the roller process and in the other by the spray 
process. When rennin was added to milk dried by the roller process a fine 
precipitate was formed, but no true clotting occurred, whereas in milk 
dried by the spray process clotting did occur, but the individual curds 
were comparatively small and soft. In both cases after gentle shaking to 
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stimulate peristaltic action the appearances bore a striking resemblance to 
human milk. 

The opinion was expressed that, taking all things into consideration, the 
best available substitute for human milk was a good variety of dried milk, 
the reasons for this opinion being, that such milk was safe, in that it was 
free from tubercle bacilli and pathogenic organisms; because its vitamin 
content and iron content was adequate; because it was quickly and easily 
prepared and, thereby, error was reduced to a minimum, and because it 
had been made to resemble human milk to an extent which could never 
be achieved in the average home. Dried milk, however, was apt to be ex- 
pensive and was, therefore, frequently beyond the reach of the very homes 
where its use would be invaluable, namely, the homes of the harassed, over- 
worked mothers, who had neither the time nor the facilities to make cow’s 
milk safe and digestible for their babies. 

In conclusion Dr. Wallace emphasized the fact that th@ perfect substi- 
tute for mother’s milk did not exist and that breast feeding should still 
be the aim in all cases. 





THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, April 9th, 
1937, Dr. T. M. HEALy, in the absence of the President, was in the Chair. 


The Master of the Rotunda Hospital showed specimens from 
Two Cases oF Ectopic PREGNANCY. 


The first patient was a woman aged 33 years, who had been 
married for nine months. She was admitted on April 6th. Her last 
period was in September 1936. She had consulted her doctor on account of 
abdominal pain and backache. She was constipated, but had no disturbance 
of micturition, no dyspareunia, and no vomiting. Her chest and urine were 
normal. At operation a right tubal pregnancy was found; it had been almost 
completely aborted into the pelvis, with the formation of a pelvic haematocele. 
Right salpingo-odphorectomy was performed and the appendix was removed. 
The Aschheim-Zondek test was negative. 

The second patient was admitted on April 4th. She was aged 34 years, 
and had been married for eight months; her periods had been regular until 
December. On April 1st she developed pain in the centre of the lower 
abdomen, radiating to the vagina. She had no lateral pain, and no vomiting, 
but she had recently suffered from constipation and dyspareunia. Her chest 
and urine were normal. On examination the uterus was found to be 
somewhat retroposed, normal in size and consistence. The cervix was 
moderately soft, and there was a very tender mass in the right lateral fornix. 
A right ectopic pregnancy on the point of rupturing was found at operation. 
There was not any blood in the pelvis. There was a small ovarian cyst on 
the same side. Right salpingo-odphorectomy was performed and the 
appendix was removed. The Aschheim-Zondek test was negative. 

Dr. T. H. HEaty referred to a case under his care which he thought was 
one of extra-uterine pregnancy. The Aschheim-Zondek test was negative, 
and the patient was allowed to leave hospital. She returned a year later; 
at this time there was a mass completely filling the pelvis. The abdomen was 
opened and a tubal abortion was removed. When the diagnosis was in any 
doubt, and he was of opinion that the abdomen should be opened, he was 
not in favour of puncture of the posterior fornix. He had recently seen two 
patients whose first pregnancies were extra-uterine. 

Dr. O’DonEL BRowneE said that he agreed that laparotomy was the best 
treatment for these cases. If mistakes were made and pregnancy was not 
found, the indications were generally enough to justify opening the abdomen. 
He was interested to hear that the pain in this case was referred to the vagina, 
as this was an unusual site in cases of rupture, especially rupture due to 
pregnancy. It raised the question, ‘‘Why should acute pain be found in cases 
in which the peritoneum was involved?’’ 

Dr. R. M. Corset asked when the woman in the second case had become 
pregnant, and said that if she became pregnant in January the ectopic 
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pregnancy must have been dead since some time in February, and it would 
be interesting to know why it had only started giving trouble in April. This 
fact would account for the Aschheim-Zondek test being negative. He agreed 
that’ it was much ‘better to open the abdomen when in doubt. 

The Master of the Rotunda Hospital, in replying, said that he thought 
exploration of the posterior fornix was dangerous. In the second case the 
mass in the vagina was adherent to the posterior fornix and was very tender. 
In the first case he thought that the ovum had been dead for some 
considerable time. In this case there was not any real difficulty in diagnosis, 
but in the second case the diagnosis was not by any means so easy. He 
thought that it was easier to diagnose an ectopic pregnancy on the right side 
than on the left. 


Dr. EDwaRD SOLoMons read a paper on 
THE TREATMENT OF VARICOSE VEINS IN PREGNANCY. 


Sixty patients were selected from the antenatal department of the 
Rotunda Hospital for treatment of varicose veins by injection. The selection 
was based on the knowledge that the veins would be easier to inject during 
pregnancy, together with the symptoms of cramps or swelling of the legs, 
irritation of the skin, pain in the veins, or mental or physical discomfort from 
the enlargement. 

The condition was found to be bilateral in 38 and unilateral in 22 of the 
60 cases, while of the total number, four patients had varicosities on the 
vulva as well. 

The technique used in the treatment was as follows. A careful history 
was first taken, particular attention being paid to the nature of the previous 
confinements and their subsequent puerperia. A history of phlegmasia was a 
definite contra-indication to treatment, and in all cases of suspected 
impairment of the deep circulation, investigation was made. The Trendelen- 
burg test was not carried out, but the simpler one of Perthe was used in cases 
of suspected deep thrombosis. The veins were examined with the patient 
standing in a good light. The patient was then made to lie down and the leg 
slightly elevated, thus the empty vein technique was entirely used, but 
without the use of a tourniquet, as only clearly visible veins were injected. 
The skin was painted with two per cent tincture of iodine, and a record 
syringe of capacity of two cubic centimetres with a fine number 17 needle was 
used throughout. A sterile solution of quinine hydrochloride, .266 gramme, 
and urethane, .133 gramme, to each two cubic centimetres of distilled water, 
made by Parke, Davis & Co., was then injected, the maximal amount each 
time being two cubic centimetres; it was usually given in four divided doses 
at different sites. On withdrawal of the needle pressure was applied. to the 
point of injection for a few minutes, and then a small collodion dressing was 
applied before the patient walked home. In 15 out of the 60 patients in 
whom the veins were very large, an elastoplast bandage was applied to the 
whole leg below the knee immediately after injection. The bandage was 
removed three weeks later, and in seven patients no further treatment was 
required. In the other eight further injections were given and the elasto- 
plast bandage was again applied for a similar time. All injections were 
given at weekly intervals and were never given near the sites of the 
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previous injections for at least two weeks, so as to allow any reaction to 
settle down. The usual technique advocated is to commence the injections 
near the foot and gradually work upwards. In these cases, however, the 
most enlarged veins were first injected. 

The results were very satisfactory, but all the patients were not entirely 
free from some subsequent discomfort. The relief obtained from their 
previous symptoms more than compensated them, in all but two cases. 
Examination of the legs after injection showed that in seven a slight 
inflammatory reaction at the site of injection resulted, but no treatment 
was required and the ordinary daily life of the patient was in no way 
interfered with. In six patients there was sufficient reaction to necessitate 
treatment, and it was in this group of six that two patients would have 
preferred to remain untreated. Three of the six were told to rest in bed 
and glycerine and ichthyol were applied. The other three had elastoplast 
bandages applied and told to lead their ordinary daily life. In less than 
two weeks the inflammation had sufficiently subsided for no pain or dis- 
comfort to be felt unless the veins were knocked against some object or 
palpated with the fingers. Four cases of varicose veins of the vulva were 
treated by injection with very satisfactory results, and in two, very 
dramatic relief was obtained from a nearly intolerable pruritus. 

It was only possible to follow up 45 out of the 60 patients. No com- 
plication occurred in the puerperium, and three had subsequent confine- 
ments without recurrence of the condition. 


Dr. T. M. Hearty, in thanking Dr. Solomons for his paper, said that he 
had obviously taken great trouble in its compilation, and congratulated him 
on the good results he had obtained. This was the first report to the 
Academy on the use of injection therapy in cases of varicose veins in 
pregnancy. He asked why the treatment was stopped in the seventh 
month, and if there was any reason, obstetrical or surgical, why the treat- 
ment should not be adopted in the last two months of pregnancy. He 
also asked if Dr. Solomons would limit the treatment to cases in which 
there was actual pain, or if he would employ it in cases in which the 
veins were very big, but in which there was no pain. He considered that 
the results reported were extremely good, and thought that if it was 
possible to achieve 97 per cent of success amongst the type of patients 
who attended an antenatal clinic it should be possible to obtain almost 
complete success in patients who could afford to have more rest during 
and after pregnancy. 


The MastTER of the Rotunda Hospital said that the method of treatment 
described by Dr. Solomons for the treatment of varicose veins in pregnancy 
seemed to be a great advance. He asked if only quinine and urethane had 
been used, and said he understood that if the vein was missed when 
urethane was injected that it gave rise to considerable pain. He asked if 
Dr. Solomons had had any experience of sodium morrhuate, and if it was 
better or as good as quinine and urethane. 


Dr. O’DonEL Browne asked Dr. Solomons how he decided on the site 
of injection, and said that varicose veins in the vulva especially if they 
were large and multiple were very difficult to deal with. 
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Dr. F. DoyLe said that varicose veins were very troublesome to treat. 
He had once seen a patient who had had injections given to her by a 
surgeon for varicose veins, and the results in subsequent pregnancies were 
anything but favourable for her. He was rather antagonistic to the idea 
of any injections during pregnancy, but thought that perhaps they might 
be used carefully with a beneficial result in certain conditions. 

Dr. G. TiERNEY said that he thought that the injection of varicose 
veins after pregnancy was beneficial, but he was not enthusiastic about it 
during pregnancy. He doubted whether, if injections were given in the 
last three months of pregnancy, much relief would be obtained. In all the 
cases he had seen quinine and urethane had been given. He always gave 
sodium morrhuate, either five per cent or 10 per cent, and considered that it 
was perfectly safe. He felt absolutely confident that with this treatment 
varicose veins could be completely cured. In varicosities of the vulva, 
especially during the early months of pregnancy, the injection treatment 
of veins had a very definite place. 

Dr. J. S. Quin said that if the treatment of varicose veins in pregnancy 
would allow a woman who would otherwise be more or less bedridden to 
get about, he thought it should be used, but if the subsequent reaction of 
the injection of the vein or the period which had to elapse before the leg 
recovered was such that no obvious benefit would accrue in the last two 
months of pregnancy, then it seemed that the treatment was unnecessary. 
In these cases it was necessary to consider not only the patient but also 
the doctor. If anything untoward happened after the injection of a 
varicose vein, the injection would certainly be blamed whether or not it had 
the remotest connexion with what had happened. 

Dr. R. M. Corset said that he thought the question of injection of 
varicose veins during pregnancy was one which needed very careful con- 
sideration. There were apparently two classes of patient, the patient with 
bad variocse veins in pregnancy who kept them after delivery, and the 
patient with bad varicose veins in pregnancy who when seen six months 
after delivery had no signs of them at all. In this type of patient injection 
treatment was probably unnecessary, but in the former type of patient he 
was sure it was very good. He looked on the elastoplast bandage as one of 
the greatest inventions of modern times, as it gave a very great deal of 
relief. He thought that the injection of veins was extremely unlikely to 
disturb the pregnancy. He asked Dr. Solomons if in his reading of the 
literature pulmonary embolism had been noted and how often? 

Dr. SoLomons, in replying, said that Dr. Hawke had stated that he only 
went on with the injections to the sixth or seventh month. If he saw a 
case in the eighth month and thought it could be cured by injections in a 
fortnight’s time, then he gave a course, but otherwise he treated patients 
only up to the sixth or seventh month. He (Dr. Solomons) did not attempt 
to treat any case unless the veins were causing discomfort to the patient. 
He had used the empty vein technique in all his cases. One of the most 
severe reactions he had seen was in a case in which he had used sodium 
morrhuate. Varicose veins of the vulva seemed to react extraordinarily 
well to treatment. It was necessary always to make sure before giving 
treatment that the deep veins were functioning properly. The results 
obtained did not apply to the size of the vein, they were really meant to 
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apply to the patient’s immediate reaction to the treatment. This was not 
based on the follow up. In patients who had very large veins, especially 
near term, it was foolish to carry out injection treatment. The treat- 
ment at this stage was the application of an elastoplast bandage. He 
thought that with the gradual advance of injection treatment sloughing 
would occur with far less frequency than it did at present. If one was in 
any doubt as to whether the needle was in the vein or not, it was much 
better to withdraw it than to try somewhere else. He did not consider that 
patients who were bedridden derived any benefit from injection. He only 
treated patients who were pregnant; patients who had varicose veins and 
were not pregnant should be sent to a surgeon for treatment. Obstetricians 
should be allowed to carry out this treatment only during pregnancy. His 
selection of patients was based on the amount of pain they had, the 
presence of eczema, and the fact that the deep veins were not thrombosed. 
Although certain veins might go away after pregnancy, it had to be remem- 
bered that the next time the patients became pregnant they would suffer 
from similar discomfort. The best time to inject was when the veins could 
be fairly easily seen. 


Dr. H. V. TIGHE read 


NOTES ON THREE PREGNANCIES IN A DIABETIC. 


The patient came under the author’s care in January 1935. She was 
then aged 27 years, had been married for 15 months, and was pregnant 
for the first time. She had been under treatment for diabetes mellitus 
during the previous four years and two months; before becoming pregnant 


she had been admitted to hospital in diabetic coma. She was receiving 
75 units of insulin daily, and despite this her urine was rarely sugar-free, 
while her blood-sugar remained high. In April 1935 when 32 weeks pregnant 
labour began. The baby, weighing four pounds, lived 30 minutes. 
Five months later she became pregnant and at 32 weeks gave birth to a 
baby, weighing five pounds, which died shortly after delivery. The third 
pregnancy commenced two months later and with a more stringent diet and 
larger doses of insulin proceeded to 37 weeks when premature labour was 
induced. This baby when born weighed eight and a half pounds and ap- 
peared healthy, but died 48 hours after birth. At autopsy the cause of 
death was found to be suprarenal apoplexy. 

Dr. Tighe pointed out how insulin has affected the fertility of diabetic 
patients, and suggested that a definite balance between the pancreatic and 
other endocrine secretions is necessary to maintain the normal menstrual 
cycle. Nothing was observed in his case to support the view that the 
diabetic mother benefits from an additional supply of insulin from the 
foetus or that pregnancy produces a lasting exacerbation of the diabetes. 
While insulin has greatly lowered the maternal mortality, it has not proved 
so effective in reducing the foetal mortality. The causes of foetal death 
are poor control of the maternal disease during the later months, 
hydramnios, congenital abnormalities and over-development of the foetus. 
Neo-natal hypoglycaemia following hypertrophy of the islands of Langerhans 
has also been suggested as a cause of foetal death, but enlargement of the 
islands was not found in the third baby on whom a post-mortem examina- 
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tion was made. He considered the induction of premature labour a better 
method of dealing with dystocia due to the size of the babies than 
Caesarean section which is favoured in some quarters. 

In conclusion, he stressed the need of keeping the pregnant diabetic 
under constant supervision, and the necessity of close co-operation between 
the obstetrician and the physician. 


Dr. O’DonEL Browne pointed out that the notes were unique as far as 
he could ascertain, no case of diabetes having previously been recorded in 
the available literature in as many as three succeeding pregnancies. 

Dr. Tighe’s case illustrated several points which were common to 
pregnancy when complicated by true diabetes. Firstly, the labours were 
premature and in each of the three pregnancies, some degree of hydramnios 
had been present. Secondly, two of the children had been born dead and 
the third had died shortly after delivery. Thirdly, the children, as is 
usual, had been overweight and it was fortunate that the labours had been 
premature. 


Dr. O’DonEL Browne drew attention to the views of Carlson on the 
use of insulin in pregnancy and remarked that it was a pity that Dr. Tighe 
had apparently been unable to test the liquor amnii on these various 
occasions for the presence of glucose. It would have been an interesting 
obervation particularly if the test had also been carried out on the foetal 
urine, as some authorities claim that the presence of glucose in the liquor 
amnii indicated its origin as a transudation from the maternal system since 
foetal glycosuria was extremely rare. 

Finally, Dr. Browne drew attention to Ronsheim’s views on Caesarean 
section in cases of pregnancy which were complicated by diabetes. His 
own views were that the diabetes should be treated irrespective of the preg- 
nancy and that labour should be induced whenever necessary in the event of 
disproportion being likely to arise due to oversize of the foetus. 


Dr. J. S. Quin, in thanking Dr. Tighe for his very interesting paper, 
said that the only thing he did not agree with in it was the fact that 
Dr. Tighe said that he saw no objection to a diabetic patient’s becoming 
pregnant. The results of pregnancy in diabetic cases were such that he 
could not agree with this, unless by means of extra treatment or another 
means of delivery than was now in use more fortunate results could be 
obtained than at present. 


Dr. R. H. Micks referred to two diabetic cases which had been under 
his care in which labour had been induced, in both of which the baby 
had been strong and over the usual weight at birth, and the mother had 
done very well. In diabetic cases in pregnancy a test should always be 
made for ketone bodies in the urine. Acute cases which went too far were 
liable to become quite uncontrollable. Nothing was to be gained by giving 
very large amounts of insulin. 

Dr. R. M. Corset referred to two diabetic cases which had been under 
his care during the last year. In one he had had no trouble at all, but the 
other was an extremely bad case and the patient died. She had been 
receiving 90 units of insulin a day before she became pregnant. He had 
seen the three cases go from diabetic coma into hyperglycaemic coma in 
three hours. The only lesson to be learned was that one must not allow 
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oneself to do anything in connexion with the pregnancy while the diabetes 
was very severe. In these cases he always refused to induce labour. Labour 
began spontaneously in the patient who died; the foetus was macerated 
and the mother died very quickly. 


Dr. TIGHE, in replying, said that the foetal mortality was stated to be 
100 per cent. The diabetes should be treated as a thing quite apart from 
the pregnancy, and the pregnancy should be allowed to proceed normally. 
Really satisfactory results would only be achieved if there was close co- 
operation between physician, biochemist and obstetrician. As the children 
of diabetic women were not likely to be diabetic, there could not be any 
plea for sterilization of diabetics on eugenic grounds. 


The Master of the Rotunda Hospital (Dr. A. H. Davidson) showed 


AN X-RAY FILM OF A PRIMARY FACE PRESENTATION AND SEVERAL OTHER 
FILMs ILLUSTRATING EXTENDED ATTITUDES OF THE FOETus in utero. 


He considered the possibility of muscular spasm as causing the condition 
and quoted G. F. Gibberd* on the subject. 

He also presented an analysis of face presentation at the Rotunda 
Hospital for the previous 4o years. There were 175 cases, excluding cases 
of anencephalus, a frequency of 1 in 450: 25 per cent of the cases occurred 
in primiparae. The foetal mortality was 8.6 per cent. Individual causes 
recorded were occipito-posterior extending to face, cord round the neck, 
contracted pelvis, large foetus, prolapsed hand, placenta praevia, and io:- 
lowing external version for breech. One hundred and thirty-four cases were 
delivered spontaneously as face presentations, 11 were treated by internal 
version, six by the method of Schatz, and seven by Thorn’s conversion to 
vertex. The forceps was applied to the face in six cases. Caesarean section 
was carried out in three, perforation was required in four cases and pubio- 
tomy in, one case. There were only three cases of impacted face, a frequency 
of 1 in 58. During the 1o years from 1926 to 1936 there were 77 cases of 
face presentation of which 71 were born spontaneously as face. 

If there is no disproportion the case should be left to nature and spon- 
taneous delivery expected. Interference is required if the face is arrested 
at the brim or on the perineum. In the former case conversion to vertex 
or, preferably, internal version should be adopted, in the latter forceps 
may be applied. There were very few cases of major degrees of dispro- 
portion in this series, Caesarean section only being adopted on three 
occasions, 


Dr. O’DoNEL BROWNE drew attention to the fact that the Rotunda 
figures, as quoted by Dr. Davidson, concerning the incidence of face pre- 
sentation were approximately half the incidence generally reported, namely 
0.42 per cent. Although primary face presentation was regarded as an 
obstetrical rarity by De Lee and others, he had seen one case. He thought 
there was considerable evidence in favour of Gibberd’s view on muscular 


* G. F. Gibberd, Journ. Obstet. and Gynaecol. Brit. Emp., 1935, xlii, 596. 
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spasm producing foetal opisthotonos. A case of primary face presentation, 
which he had recently attended, returned some three months later for 
vaccination. The child was still in the attitude of extension. Furthermore, 
marked extension of the body was frequently seen with breech presentation 
and could be diagnosed before labour by means of X-rays, 

With reference to the treatment of face presentation, Dr. O’Donel 
Browne strongly advocated non-interference except in the relatively rare 
instance when the face became impacted in the pelvic cavity in the mento- 
posterior position. In these circumstances he regarded either conversion to 
vertex, or, if necessary, internal version as the treatment of choice. In the 
earlier stages of labour he practised Schatz’s manoeuvre and had been very 
gratified with the results. 

He strongly condemned forceps delivery in cases of face presentation 
when the chin was posterior, quoting the maternal mortality associated 
with such treatment as 12 per cent and giving a minimal foetal mortality 
of 50 per cent. 


Dr. R. M. Corset said that the figures quoted by the Master of the 
Rotunda Hospital were very good, and he did not think that he could have 
expected better results. He had seen only one case of true impacted face, 
and this case was terminated successfully by forceps delivery after partial 
rotation. The mother and the baby both lived. He had seen two cases of 
face presentation in which the neck was so stretched that the baby could 
not hold up its head. The majority of cases were diagnosed when the face 
was on the vulva. The conversion of a primary face presentation in a 
multipara very largely depended on the contraction of the uterus and on 
the actual position of the face. Internal version could be exceedingly diffi- 
cult. It was safe to leave the vast majority of face presentations alone, but 
it was necessary to be sure that the face was the whole problem, and that 
the primary fault was not disproportion. One should not wait too long, 
but should watch the cases carefully so as to be able to interfere in time 
if interference became necessary. 


Dr. Epwarp SoLomons said in doing version in cases of face presenta- 
tion he would have thought that it would have been easier to use the hand 
on the same side as the back. There were very controversial accounts as 
to which hand should be used. 


Dr. J. S. Quin said he thought that the possible laryngeal stridor had 
nothing at all to do with the face presentation, and he did not think it was 
fair to put down the laryngeal difficulty as being primarily due to the face 
presentation, although it might have been an incidental complication. He 
wondered how many of these cases were diagnosed before the face appeared 
on the vulva. 


The Master of the Rotunda Hospital, in replying, said he thought the 
reason Caesarean section was so seldom indicated was that face presentation 
was a very uncommon result of flat pelvis. One practically never saw 
face presentation in serious cases of contracted pelvis. It was very difficult 
to know whether the largnyeal stridor was a part of the general spasm or 
not. 
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